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‘Largactil’ greatly aids the management of the 
patient with cancer, whether treated in hospital 
or at home. Suffering is relieved, and the 
anxieties and fears of the patient are diminished 
or even eliminated, making for greater co- 
operation and easier care. 
ote RELIEF OF INTRACTABLE PAIN 
$f CONTROL OF NAUSEA AND VOMITING 
AN M&B BRAND 
9 IMPROVEMENT IN MENTAL OUTLOOK MENTAL PRODUCT 
PRESENTATIONS : Tablets, syrup, solutions for injection, 
and suppositories. Detailed information is available 
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For all cases requiring extra protein 





PRESCRIBE 










An enriched protein supplement 
consisting of proteolysed liver, 
malt and vitamins A and D. 


The importance of 
the administration 
of amino acids 

in infectious 
diseases is all the 
more apparent 

in view of the 
role of these 
substances in the 
production of 
antibodies. 
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‘Distaquaine’ V 


THE ORIGINAL BRITISH PENICILLIN V 
Now available in three strengths 


*‘DISTAQUAINE’ V 60 
60 mg. tablets of penicillin V in bottles 
of 30, 200 and 1,000, 
*‘DISTAQUAINE’ V 120 
120 mg. tablets of penicillin V in foil 
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—\-R-E-L-I-A-B-I-L-I-T-Y— 
1 


It is difficult to obtain therapeutically effective blood levels of theo- 
. phylline by oral administration of aminophylline. They can, however, be 
1 achieved easily and reliably using ‘ Theodrox’ tablets, which combine 
aminophylline with specially prepared aluminium hydroxide gel. 












: The latter delays hydrolysis of aminophylline, and thereby avoids 
gastric irritation,an advantage which has been demonstrated by 
: widespread clinical usage. As the aminophylline molecule is un- 
1 changed, there is no delay in onset of action, and ‘Theodrox’ 
+ 

1 

r 

1 

ry 

r 

' 

1 

1 

1 

+ 

1 

1 

. 


" 


is more effective than simple aminophylline therapy 


*Theodrox’ is indicated in bronchial or cardiac asthma. 


is also indicated as a diuretic in congestive heart failure, 
angina pectoris. 


It 
and as supplementary therapy in status asthmaticus and 
Each *Theodrox’ tablet contains gr. 3 aminophylline 
and gr. 4 dried aluminium hydroxide gel. 


*Theodrox’ with Phenobarbitone tablets contain 
in addition gr. § phenobarbitone. 

















The winning Jaguar, Monte Carlo Rally, 195¢ 


THEODROX 


*Theodrox'’ (Brit. Pat. 





—— 
727 


83) is a registered trade mark of 
RIKER LABORATORIES LIMITED 
LOUGHBOROUGH, 


Leics. 
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Butterworth Medical Publications 


PRINCIPLES OF GYNAECOLOGY 
By T. N. A. JEFFCOATE, M.D., F.R.C.S.(Edin.), F.R.C.0.G. Pp. viii + 669 + 
Index. 436 illustrations. 12 Colour Plates. 75s. net, by post 2s. 3d. extra. 
This is primarily a practical work and the author, a well-known teacher, has drawn 
on his vast experience to stress and clarify particularly those matters which, he 
admits himself, are difficult to master. With this eminently personal approach and 
the author’s complete understanding of the reader’s problems and its direct and 
fluent style, the book will carry the advanced student through and beyond the 
qualifying examinations and become invaluable to the qualified doctor in general 
practice. 





BURNS—Pathology and Therapeutic Applications 
By SIMON SEVITT, M.D., M.Sc., M.A., F.R.C.P.L, D.P.H. Pp. viii 4+ 336 + 
Index. 85 illustrations. 37s. 6d. net, by post 2s. extra. 
This book, the first to be devoted to the pathology of burns, interprets the significance 
of pathological findings and inter-relates pathology, clinical picture and treatment, 
not only in thermal burns, but in electrical, chemical and radiation burns. Its 
essentially modern and practical approach make the work of immense value to all 
medical men concerned with the burned patient, including surgeons and pathologists, 
and also to postgraduate students of surgery, pathology and medicine. 


HANDBOOK OF HISTOPATHOLOGICAL TECHNIQUE 
By C. F. A. CULLING, F.I.M.L.T., F.R.M.S. Pp. x + 443+ Index, 119 
illustrations. 45s. net, by post 1s. 9d. extra. 
This book is based on the syllabus for the Final Examination in Histopathological 
Technique of the Institute of Medical Laboratory Technology, and has been placed 
on the Institute’s list of recommended books for students. It provides in complete 
and detailed form the practice of histopathological technique, covering a number of 
additional subjects, such as veterinary histology and museum technique. 


AN INTRODUCTION TO MEDICAL LABORATORY 
TECHNOLOGY—(Second Edition) 
By F. J. BAKER, F.I.M.L.T., F.1.M.S.T., F.R.M.S., R. E. SILVERTON, 
A.I.M.L.T., F.R.M.S., and EVELINE D. LUCKCOCK, A.I.M.L.T. Pp. xvi + 
346 + Index. 118 illustrations. 35s. net, by post 2s. extra. 
This work is the result of the authors’ wide personal experience in training student 
technicians in the laboratories of the Brompton Hospital. It has been written to 
conform with the requirements of the revised Intermediate Examination of the 


Institute of Medical Laboratory Technology and it has been added to the Institute’s 
list of recommended books for students. 


BUTTERWORTHS - 88 KINGSWAY °: W.C.2 
Showroom : 11-12 BELL YARD, TEMPLE BAR, LONDON, W.C.2 
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LLOYD-LUKE 
os A new monograph entitled 


RECENT TRENDS 


RECENT TRENDS 


IN CHRONIC BRONCHITIS CHO UNIT 


edited by Nevitte C. OSWALD, 
M.D. (Cantab.), F.R.C.P. (Lond.) 


Physician, St. Bartholom2w’s and Brompton Hos- 





pitals, London; Honorary Physician to H.M. the Queen 


The main purpose of this book is to bring together 
under one cover for the first time recent views 
upon the various facets of chronic bronchitis. 
Much of the text consists of the original work of 
the several contributors. Culled from their experiences with chronic bronchitis at 
the Brompton Hospital since 1950, the authors present their views on the diagnosis, 
prevention and treatment of this distressing and often killing disease. 





viii + 200 pp. 76 illustrations, 2 colour plates (1958) About 30s. met Ready shortly 
——< A new monograph entitled 


THE RESPIRATORY MUSCLES 
and the Mechanics of Breathing 


by E. J. MorAN CAMPBELL 
M.D. (Lond.), M.R.C.P. (Lond.} 


Assistant, Dept. of Medicine, The Middlesex Hospital 


In this first modern authoritative work on the physiology of the respiratory muscles, 
the author presents an account based on an extensive review of the literature and on 
his own considerable experience. The monograph will be of interest, not only to 
physiologists and anatomists, but to all those in medicine who are faced with problems 
requiring a knowledge of the mechanism of breathing. 


xvi + 132 pp. 32 illustrations (1958) 20s. net Ready shortly 
a . 
ees Other LLOYD-LUKE publications 
MEDICAL ETHICS POSTURAL PRACTICAL 
edited by DRAINAGE OBSTETRIC PROBLEMS 
MAURICE DAVIDSON by E. WINIFRED THACKER by IAN DONALD 
D.M.(Oxon.), F.R.C.P.(Lond M.C.S.P M.B.E., M.D. (Lond.), F.R.C.0.G. 
(1957) 20s. net (1956) 8s. 6d. net (1955) 47s. 6d. net 


LLOYD-LUKE (Medical Books) LTD., 49 Newman Street, W./ 























THE PRACTITIONER 


























New Books 


SURGERY OF THE ANUS, ANAL CANAL 
AND RECTUM 


important Titles 


ULCERATIVE COLITIS AND ITS 
SURGICAL TREATMENT 


By E. S. R. HUGHES, M.D.(Melb.), M.S.(Melb.), F.R.C.S Mr. Bryan N. Brooke. 37s. 6d. 
(Eng.), F.R.A.C.S 
316 pages 396 illustrations 50s. SURGERY OF THE CAECUM 


AORTOGRAPHY 


its Application in Urological and Some Other 


AND COLON 


Mr. Stanley Aylett. 45s. 


Conditions A COMPANION IN SURGICAL 
By W. BARR STIRLING, Ch.M.,  F.R.C.S.(Ed.), STUDIES 
F.R.F.P.S.G. | 
Profi lan Aird. 84s. 
300 pages ian Uheiesaainine 50s. | Second Edition. Professor lan Air 


THE FOREQUARTER AMPUTATION 
By H. F. MOSELEY, M.A., D.M., M.Ch.(Oxon.), F.R.C.S. 
(England and Canada), F.A.C.S. 
88 pages 100 illustrations 42s. 

THE STUDENT LIFE 

The Philosophy of Sir William Osler 
Edited by RICHARD E. VERNEY, M.B., F.R.C.P.E., D.R 
228 pages 15s. 

MEDICAL JURISPRUDENCE & TOXICOLOGY 
Tenth Edition. By JOHN GLAISTER, J.P., D.Sc., M.D., 
F.R.S.E. In collaboration with EDGAR RENTOUL, 
M.B.E., M.A., LL.B., M.B., Ch.B 
732 pages 287 illustrations 





i E, & §. LIVINGSTONE, LTD., TEVIOT PLACE, EDINBURGH 


THE ESSENTIALS OF MODERN 
SURGERY 
Fifth Edition Mr. 
Jones and Sir Arthur Porritt. 


R. M. Handfield- 
75s. 


TEXTBOOK OF MEDICINE 
Twelfth Edition. Sir John Conybeare 
and Dr. W. N. Mann. 


USES OF EPIDEMIOLOGY 


Dr. J. N. Morris. 17s. 6d. 


BEDSIDE DIAGNOSIS 
Fourth Edition. Dr. Charles Seward. 2Is. 

















BRITISH PHARMACEUTICAL CODEX 1954 


SUPPLEMENT 1957 


The number of new medicaments which have become important since the 


Codex was published in 1954 has made 


it necessary to revise several 





parts of the main book. This has been done in a Supplement published 
on May 10. The Supplement, which has the same status as the Codex, has 
been prepared with the assistance of nine committees and sub-committees 
representing all branches of medical and pharmaceutical knowledge. 


The Supplement contains new monographs and formule, a large number 
of amendments to specifications in the main volume, and authoritative 
information on the action and uses of the new medicaments. 


Pp. xiii + 125 Price 27s. 6d. (Postage and packing Inland 1s. 2d. overseas 2s.) 


THE PHARMACEUTICAL PRESS 
17, Bloomsbury Square, London, W.C.1 
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Oxford 


University Press 





Se TTR Ee 


An Introduction to 
Chest Surgery 


GEOFFREY FLAVELL 


Thoracic Surgeon, The London Hospital 


So many of the greatest surgical advances in recent years have been in the field of 
chest surgery that it may now be considered the treatment of choice, at times the 
only curative treatment, for many common conditions that are, by tradition, still 
classified as ‘ medical ’. 

There is therefore a very real need for a book on chest surgery that is both com- 
prehensive yet concise, clearly written and easily read. As this book fulfills all these 
requirements, it should prove invaluable to students, general practitioners and 
physicians. 

It covers fully the diagnosis and selection of patients for chest surgery, and gives 
clear and often detailed descriptions of all the principal operations, and of pre- and 
post-operative treatment. Nearly every condition is illustrated by extremely well- 
chosen case histories which are so vividly and forcibly described that no one who 
has read them is likely ever to forget the particular points that they elucidate so well. 

The book is divided into three parts, each of which contains chapters on many 
conditions of everyday concern which both general practitioners and physicians will 
find invaluable. Part One, SURGERY OF THE LUNGS, PLEURA AND 
THORACIC CONFINES includes chapters on EMPYEMA; LUNG ABSCESS; BRON- 
CHIECTASIS; CANCER OF THE LUNG; THE SURGICAL TREATMENT OF PULMONARY TUBER- 
CULOSIS; and DIAPHRAGMATIC HERNIAS. Part Two, SURGERY OF THE 
OESOPHAGUS, includes DYSPHAGIA; PHARYNGEAL POUCHES AND DIVERTICULA; 
SIMPLE STRICTURES OF THE OESOPHAGUS; CARDIOSPASM; and CANCER OF THE OESOPHAGUS. 
Part Three, SURGERY OF THE HEART AND GREAT VESSELS, includes 
valuable chapters on CONGENITAL DEFECTS OF THE HEART AND GREAT VESSELS; AORTIC 
STENOSIS, INCOMPETENCE, and ANEURYSMS; THE SURGERY OF THE PERICARDIUM con- 
taining an admirable account of constrictive pericarditis; and MITRAL STENOSIS AND 
ITS SURGICAL TREATMENT. 

The illustrations are an important feature, in particular the 128 x-rays which have 
been selected and reproduced with very great care and illustrate with extreme clarity 
not only all the commoner conditions but also many rarities. Some of the plates 
are almost unique and may not be found even in the largest monographs on thoracic 


surgery. 





30s. met 320 pages 128 x-rays 52 text figures 
PUBLISHED 31 OCTOBER 
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WHITLA’S DICTIONARY 
OF MEDICAL TREATMENT 


edited by 
R. S. ALLISON, V.R.D., M.D., F.R.C.P., D.P.M. 
and 
r. H. CROZIER, M.D., B.SC., F.R.C.P. 
and twenty-six contributors 


“Clear, accurate, up-to-date and simple to consult, giving detailed treatments for all common conditions 
and for many less usually met. What is particularly striking is the up-to-dateness of the treatments 
recommended ’’"— Modern Medicine. 

“... a must for any practitioner who wants to practice modern medicine on scientific lines’’—Current 
Medical Practice 

“This is truly a masterpiece and the best book of its type that I have seen in the last decade” — 
Research Journal of the College of G.P.s. 

*,..a useful, authoritative, quick reference guide to therapy "’—The Practitioner. 

“The striking thing about this book is the uniformly high standard’’—British Journal of Clinical 
Medicine. 


NINTH EDITION 870 PAGES PRICE 52s. 6d. POSTAGE 2s. 6d. 
Bailliére, Tindall and Cox 


7 & 8, HENRIETTA STREET, LONDON, W.C.2 











| ‘For the treatment cf 
Make SMITH’S | _ VARICOSE 
your bookshop | ULCERATION 


nae *CELLANBAND’’ 


you with all the medical, THE ORIGINAL 


warn and sina books MODIFIED UNNA’S PASTE BANDAGE 


that you need throughout 
your career. Books not in stock 


can be obtained for you, and 
students, in particular, 
are invited to ask for lists of 
titles on any subject. 
Our local branch can als ) 
— ane supply THE ORIGINAL 


your business and personal stationery. DIACHYLON CREPE ADHESIVE BANDAGE 
Both these effective and old established bandagesare 


W. H. SMITH & SON) AVAILABLE ON E.C.10 


Head Office: STRAND HOUSE, LONDON, W.C.2! Please send for literature 


Branches throughout England and Wales | Gratdela lel 
| CrcSon, BIRMINGHAM 


"Phone: BROadwell 1355 
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NILEVAR 


For your problem patient, the patient who defies all 
efforts by just not getting well, the patient who really 
needs building up, NILEVAR opens up entirely new 
possibilities of practical treatment. NILEVAR is the 
first drug to promote protein building with really wide 


separation between this action and androgenicity. 








convalescence from polio, glandular fever, bacterial or 
virus pneumonia, severe influenza or other 


1) 
acute iliness 


) 


chronic wasting disease such as anorexia nervosa, 
tuberculosis, or carcinomatosis, 

nalnutrition or an obstinately under-weight condition, 
recovery after surgery, especially when 

progress is unsatisfactory, 

preparation for planned surgery, 

recovery phase of severe burns and traumata, 


n weight after premature birth, 


—then NILEVAR is INDICATED 





dosage 


The suggested daily dose for a 
promptly discernible effect in the 
average adult is 30-50 mg, (3-5 
tablets); this should be adjusted 
to individual needs. If tablets can- 
not be taken, or if quick action is 
required, 25-50 mg. (1-2 ampoules) 
a day may be injected intramuscu- 
larly. Up to 100 mg. a day may 
be given, but at this level mild 
androgenic symptoms may be 





observed. 


Children: 


The suggested initial daily dose is 
1-1.5 mg. per kilogramme of body 


p recautions weight. In children who have 

: ; not reached puberty, this dosage 
Prostatic cancer is | the only should be reduced to 0.5 mg. per 
known contra - indication to kilogramme of body weight after 
NILEVAR. NILEVAR should 10 dave. ; 


be given with caution in the 

presence of severe liver damage 

or metastases. As NILEVAR 

produces a positive electrolyte 

balance, no recommendation is 

made for its use in the acufe 

phase of severe burns and 

traumata, but only during the chemistr yan + 
recovery phase. 


mode of action 


NILEVAR, the SEARLE brand of norethandrolone, is a single steroid chemical 
substance, 17-2-ethyl-17-hydroxy-19-nor-androst-4-en-3-one. It is white, crystalline, 
comparatively insoluble in water but soluble in organic solvents. Nitrogen balance 
studies have shown that it tends to reverse negative nitrogen balance, and other experi- 
ments have demonstrated that the nitrogen retained goes into muscle protein. The exact 


mechanism of this process has not been fully determined, but there is no doubt that 


it happens. 








how supplied 





Tablets of 10 mg. in bottles of 25 and 
so tablets. 1 c.c. ampoules 

containing 25 mg. of NILEVAR in 
sesame oil and benzyl alcohol 


10°/, v/v, in boxes of 6 ampoules. 


G.D. BERS se cs CO. LTD. 


HIGH WYCOMBE ENGLAND 


NV: L107 
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A SPENCER Support 
for Intervertebral Disc 


In both conservative and surgical treatment 
of intervertebral disc, application of a back 
support is usually indicated.* 







We invite the surgeon’s 
investigation of Spencer 
as an adjunct to treat- 
ment. Each Spencer is 
individually designed, cut 
and made for each 
patient—after a descrip- 
tion of the patients’ 
body and posture has 
been recorded and de- 
tailed measurements 
taken. Thus, individual 
support requirements 
are accurately met. The 
Spencer Spinal Supports 
shown incorporating 
rigid spinal brace were 
individually designed for 
both man and woman 
patients. Note exterior 
pelvic binder for added 
pelvic stability. 








® Ruptured Inter- 
vertebral Disc 
and Sciatic Pain. 
«Journal of Bone 
and Joint Sur- 
: gery.” 29, 429-437 
| (April 1947) 





For further information write to: 


SPENCER (BANBURY) LTD. 


Consulting Manufacturers of 


Surgical and Orthopaedic Supports 





SPENCER HOUSE BANBURY OXFORDSHIRE 
Tel.: Banbury 2265 
Branch Offices: 
LONDON: 2 South Audley Street, W.! Tel.: GROsvenor 4292 
MANCHESTER: 38a King Street, 2 Tel.: BLAckfriars 9075 
LIVERPOOL: 79 Church Street, | Tel.: ROYal 4021 
LEEDS: Victoria Buildings, Park Cross Street,! Tel.: Leeds 3- 
(opposite Town Hall steps) 
BRISTOL: 44a Queens Road, 8 Tel.: Bristol 2480! 
GLASGOW: 86 St. Vincent Street, C.2 Tel.: CENeral 3232 
: EDINBURGH: 30a George Street, 2 Tel.: CALedonian 6162 
fi APPLIANCES SUPPLIED UNDER THE NATIONAL HEALTH SERVICE 


Trained Retailer-Fitters resident throughout the Kingdom, name and address of nearest Fitter 


Copyright 


supplied on request. 
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SURGICAL BLADES AND HANDLES 


TRADITIONAL AND INTERNATIONAL 


These eleven shapes of surgical blade have become 
traditional and—international. Hospitals all over the 
world send to Sheffield for ever increasing supplies ; 
so the model factory built to produce Swann-Morton 
blades is always expanding. But, however great the 
pressure of orders, there is never any relaxation of the 
individual care given to each individual blade. 


=—=_=—a =A 
==__A = aA 
Sa 


FIVE SIZES OF HANDLES, PRECISION MADE, 
COMPLETE THE RANGE 
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LONDON 


1957 


NEW HALL, 


Opening Ceremony 


The numerous exhibits cover a very extensive field of 
medical interest and will include the latest develop- 
ments in ethical medical products, as well as a most 
interesting and wide range of apparatus of a profes- 
sional nature for the Physician and Surgeon. Attend- 
ance is confined to members of the Medical and allied 
professions. Films of professional interest will be 
shown in the film theatre each day. 

Official personal invitations will be posted to members 
of the Profession, and if not received by November 
2nd please apply to :— 





The Secretary, 


LONDON MEDICAL EXHIBITION, 
194-200 Bishopsgate, London, E.C.2. 
Telephone : AVENUE 1444-5 





MEDICAL EXHIBITION 


November 18th to 22nd 
Daily from Ila.m. to 6.30p.m. (7.30p.m. Thurs.) 


ROYAL HORTICULTURAL SOCIETY 
Greycoat Street, Westminster, S.W.1. 


The official opening ceremony will be performed by 
Sir Bennett Hance, K.C.M.G., K.C.LE., O.B.E., 
M.D., F.R.C.S.(Ed.), Medical Adviser to the Sec- 
retary of State for Commonwealth Relations, and 
will take place at 11.30 a.m., Monday, November 18th 


The fully revised 1957/8 
edition of THE 
LONDON MEDICAL 
HANDBOOK (with 
therapeutic index) will 
be available to 
Exhibition visitors at a 
special price of 2s. 6d. 
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Mio - Pressin 


‘Mio-Pressin’ is a new, comprehensive 


treatment for hypertension. 
It has been effective in 75% 
of the reported cases. 

It is specific for 

maintenance treatment of the 
ambulant hypertensive. 


& 


Smith Kline & French Laboratories Ltd 
Coldharbour Lane, London SE5 


* Mio-Pressin’ is a trade mark 
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as the patient sees it... 


The ophthalmic forms of AcHRomycin tetracyline are 
acceptable in every sense—not only from the physician’s 
angle but from the patient’s viewpoint too. Simple and 
painless to use, they are virtually free from unwanted side 
effects. The patient will therefore co-operate to the full 
in following the course of treatment prescribed. 

In many cases of conjunctivitis and of ocular infection due 
to staphylococci, streptococci and other sensitive organisms, 
local measures with the Ophthalmic Ointment or Sterilized 
Powder are fully effective. In more severe conditions, 
however, simultaneous systemic treatment should be 


adopted, with one of the oral forms of the drug. 


chromycin 


*Regd Trade Mark 
Ointment (Ophthalmic) 1%: , 
10 mg. per Gm: 4-02 tubes in boxes of six. 


Ophthaimic Powder Sterilized t 
@5 mg. per vial: supplied with dropper 


LEDERLE LABORATORIES DIVISION 


Cyanamid OF GREAT BRITAIN LTD. London, WCB 
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DROXALIN palatability 


N PEPTIC ULCER, carefuily regulated medication 

is often interrupted by the patient’s distaste 
for an acid adsorbent. Bland and palatable, 
DROXALIN TABLETS overcome this diffi- 
culty and are widely prescribed in the treatment 
of Peptic Ulcer, Hyperacidity and Sickness 
of Pregnancy. 

DROXALIN combines the two most pre- 
ferred acid adsorbents - Aluminium Hydroxide 
and Magnesium Trisilicate. Pleasantly flavour- 
ed, the DROXALIN TABLET commands 
the patient’s ready acceptance, being free from 
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grittiness or the metallic taste usually associated 
with Aluminium Hydroxide therapy. 
DROXALIN gives quick relief from pain by 
rapid acid adsorption* without danger of 
secondary acid rise or other harmful side effects. 
The special film packing enables DROXALIN 
to be carried hygienically in pocket or handbag. 





Gelat. Alumin. Hydrox. Sicc...2.§ grains 


* This will neutralise 50 mls. of N/10 HCI in thirty minutes. 


Active ingredients per tablet: 


Mag. Trisil...2.5 grains. 











DROXALIN tablets are hygienically packed in film 
strips of 6, in cartons of 30 and dispensing packs of 504. } 
Prescribable on E.C.10. Basic N.H.S. cost§2/2 for 50 
tablets. 


SAMPLES FOR CLINICAL TRIAL ON REQUEST TO: SCOTT & TURNER LTD., NEWCASTLE-UPON-TYNE, 1. 





itt 


vt 
iV! 











A nEEEREnE ae 





ANNOUNCEMENTS A2lI 














GRANULES (METHYLCELLULOSE) 





Colostomy 


control without washouts 


“THE HOME MANAGEMENT OF A COLOSTOMY” 
THIS INVALUABLE free booklet EXPLAINS 


HOW THE COLOSTOMY MAY BE CONTROLLED. 


OVER FOUR HUNDRED HOSPITALS HAND 


THIS BOOKLET TO COLOSTOMY PATIENTS 
t-]o[ojo[e]o[-]ofole[o]olololololelol-[ololojolo[ole[olalelele[ojei-]-[-]-]+[-]+[-]-[+]-/-[-/-/-] 


Write today FOR FREE COPIES TOGETHER WITH 
TECHNICAL LITERATURE ON CELEVAC TO:— 


Harker Stagg Limited 


MEDICAL DEPARTMENT +» EMMOTT STREET - LONDON, E.1. 


@u0n 
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Night attack 


The angina patient goes to bed in fear and may wake in 
agony. Peritrate prophylaxis can ease his mind con- 
siderably. Since Peritrate is a long-lasting coronary 
vasodilator, a single dose affords protection for as long 
as 4 to § hours . . . a considerable part of the night. 
Peritrate will not abort attacks completely — but it pre- 
vents attacks or reduces their severity in up to 80% of 
cases. Exercise tolerance is increased, nitroglycerin in- 
take is reduced and very few side-effects occur. 

Active principles: Pentaerythritol tetranitrate 10 mg. 
Packing: Bottles of 50 tablets and dispensing pack of 
§00 supplied to chemists. 

PERITRATE WITH PHENOBARBITONE. (Peritrate 
Io mg. with Phenobarbitone 15 mg.) is also available, 
similarly packed. 


Peritrate 


Trade Mark 


WILLIAM R. WARNER & CO. LTD., LONDON and BASTLEIGH 
PER 277/7/B 
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BENYLIN EXPECTORANT® is a rational 
and effective preparation containing 
Benadryl* and expectorants for the 
relief of cough associated with 
irritative and congestive conditions o 
the respiratory tract. It inhibits the 
cough reflex, alleviates congestive 


a =, symptoms, such as nasal stuffiness, 
| and exerts a soothing effect on the 
| upper respiratory mucosa. Benylin 
; Expectorant is presented as a pleasant 
raspberry-flavoured syrup, and as it is 
free from opiates is suitabie for 
i children as well as adults. 
S *Trade Mark 


Benylin Expectorant 


cae demulcent - decongestant 


“* Supplied in bottles of 4, 16 and 80 fi. ozs. 
4 Parke, Davis & Company Ltd. (inc. U.S.A) Hounslow, Middx. Tel.: Hounslow 2361 
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Treatment of 


WIABETES WELLETTS 


without in jections 


Rastinon »Hoechst« tablets provide an oral 
treatment for certain diabetic patients. 

EFFECTIVE A number of patients on small 
regular doses of insulin have been found to be 
suitable for treatment with Rastinon 


»Hoechst« tablets. Clinical work throughout 
the world has shown that a} proximately a 
quarter of all diabetics can be stabilized on 


Rastinon »Hoechst« tablets. A few of the 
more recent references to the literature are 


given opposite 


SAFE The selection and_ stabilization of 
diabetic patients should be carried out under 
strict medical supervision. For those patients 
found to be suitable, Rastinon »Hoechst 
tablets provide a safe form of therapy and 
many have now been on oral treatment for 
two years. Nocases of proven dyshaemopoiesis 
or other serious side-eflects due to the drug 
have been reported, 


SIMPLE From 2 to 4 tablets a day are norm 


ally all that is required to replace the insulin 
with its concomitant syringe, needles, swabs, 
and often nursing assistance as well. The 
normal regime of urine examination and dietary 
control remains necessary 

Packs: bottles of 100 and 500 tablets, 

The basic | to the National Health Service 
as dispensed 1 900 tablet bottle is 2.97d 
per tablet and the total cost to the National 
Health Service, with all allowances, is less than 
td per tablet. 

Each tablet contains 0.5 G. of N-Butyl-N1- 


toluene-p-sulphonylurea; (Tolbutamide). 


REFERENCES : 
Clinical Experience with Tolbutamide, Brit. 
Med. J., 1957, 2, 323 
lolbutamide in Treatment of Diabetes Mellitus, 
Brit. Med. J., 1957, 2, 325 


i-ditorial—Tolbutamide in Diabetes, Brit. 
Med. J., 1957, 2, 343 


Oral Hypoglycaemic Compound, Brit. Med. 
J., 1957, 2, 352 


Clinical Studies of the Hypoglycaemic action 
of the Sulphonyluraes, Lancet, 1957, 1, 753 


Vetabolism, 1956, 5, (Entire issue). 


New and Non-official Drugs, J.A.M.A., 1957, 
164, 1333 


Dtsch. med. Wschr., 1956, 81, 823-846 
Dtsch. med. Wschr., 1956, 81, 887-906 
Dtsch. med. Wschr., 1957, 82, 1513-1592 








MAST 


» HOECHST « 


TABLETS 


(TOLBUTAMIDE) 











HOECHST PHARMACEUTICALS LIMITED + SLOUGH 


Distributors in the United Kingdom 


HORLICKS LIMITED +: SLOUGH: BUCKS 
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trade mark brand 
PROCHLORPERAZINE MALEATE 


‘Stemetil’ is advocated for the prevention of attacks of 
migraine or to lessen their frequency or severity; for this 
purpose it is given continuously in a low dosage. It may also 
be used, in a higher dosage, at the prodromal stage, with a 
view to aborting the attack or relieving the symptoms. 
Choice of these two methods of use will depend on the 
frequency of the attacks. The drug is of prophylactic use in 
those cases wherein attacks of true migraine are induced by 
emotional upsets such as travelling or excitement. This is not 
to be confused with headache of psychogenic origin which is 
not true migraine and appears to be resistant to the drug. 
‘Stemetil’ is also indicated in labyrinthine disorders including 
Méniére’s syndrome, giddiness of other origins (except when 
due to streptomycin), and vomiting. Possible applications in 
psychiatry are being studied. 


Detailed information is available on request. 
MANUFACTURED BY 
. PRESENTATIONS: Tablets of 5 mg. Suppositories of 25 mg. 
MAY & BAKER LTD 
An M&B brand Medical Prod 


Wd yyy MMMMMMMHMMMMMMHH@_HHHHHH@HMM@@@@qMMqMEMVtttbbbbbbdtbbdllo Wd 
DISTRIBUTORS: PHARMACEUTICAL SPECIALITIES Ears & poem LTD + DAGENHAM 




















Buffered 
Theophylline 
for the 
Prophylaxis 


and 
Treatment of 
Asthma 


A NICHOLAS 


a.&G. NICHOLAS tp. 


‘ENGLATE’ combines theophylline sod- 
ium with glycine, which acts as a power- 
ful buffer against gastric hydrochloric acid 
and thus reduces the precipitation of 
theophylline. 


Theophylline sodium glycinate causes less 
gastro-intestinal disturbances than other 
xanthine compounds ‘and can therefore 
be prescribed in larger doses to obtain 
maximum theophylline activity. 
‘ENGLATE’ syrup is specially recommen- 
ded for children up to 12 years in pre- 
ference to tablets. 


ENGLATE 


REGD. TRADE MARK 
Brand of theophylline sodium glycinate 
TABLETS OR SYRUP 


Samples and literature will gladly be 
sent on request. 


PRODUCT 


ETHICAL PHARMACEUTICALS, 
SLOUGH, ENGLAND 





All the benefits of Acuromycin’ ¥ 
. OW brought to your younger patients 





METAPHOSPHATE 


Each teaspoonful (5cc.) contains ACHROMYCIN tetra- 
cycline 125 mg. and todium metaphosphate 190 mg. 


Bottles of 2 and 16 fi. oz. 


ACHROMYCIN V means 
swifter absorption... 
[] higher blood levels..~- 
ME longer antibiotic action. 


’ 
LEDERLE LABORATORIES DIVISION (yanamid o GREAT BRITAIN LTD. London, W6 
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Annually in this country chronic bronchitis steals 
some 16,500,000 working days. Of all 

industrial workers coal-miners are the most 
heavily hit by the disease. 


CHRONIC BRONCHITIS 


chitis, especially among known susceptibles, you cancount on Adexolin. 
A course of capsules or liquid, sustained over the danger months, has 
long since proved its worth. 





C R Y STA M YCI N combined penicillin-streptomycin In dealing with acute 


exacerbations of bronchitis combined penicillin-streptomycin is the 
immediate treatment of choice!l, the latter antibiotic being specific 
against haemophilus influenzae the most commonly encountered 
pathogen. The overwhelming onslaught of Crystamycin can be most 
effective in cutting short an attack. 





CO M P LA N the complete food The need to sustain the bronchitic unable 


or unwilling to eat is well met by the complete nutritional formula 
of Complan. Light but satisfying, it is the easily prepared, easily taken 
diet that is needed. 


1, Brit. med. J., 1955 2, 960. 


GLAXO LABORATORIES LTD.. 
GREENFORD, MIDDLESEX BYRon $4384 


Subsidiary Companies or Agents in most countries 








A D E XO L | N vitamins A & D For building up a degree of resistance to bron- | 


| 
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An evaluation of 


ROTER tablets in \ 
PEPTIC ULCER 


BRITISH MEDICAL JOURNAL 
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aor 
Qteces . 4% *> se fae Ay 
ORR ORS és peasheee 
PACKINGS: Tins of 40, 120, 640, and dispensing size 720 
(P.T. exempt). Basic N.H_-S. price: 1/- for 10 tablets. 


| Roter Tablets are not advertised to the public, and may be prescribed on E.C.10 forms. 
Literature and samples on request. 


Ft Pri. LABORATORIES tTO., TWICKENHAM, MIDOLESEX 
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Panadol 


is safe for everyone 
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. and though there are many—perhaps too tablets are of particular value in the treatment 
many—analgesics available to the practitioner, of the febrile states of influenza, tonsillitis .. . | 
the balanced properties of Hypon make it a 
tablet far more effective than most. Extensive , 
tests show that Hypon has the power not only to tH Y Pp ‘@) N 
relieve pain but to do so very rapidly. Constipa- 
tion, so oftenencountered f ving the adminis- . s 
adi dathilnes a diester, nearetieiaiadiad rapidly relieves pain 
by the addition of phenolphthalein. Caffeine Acid Acetylsalicyl. B.P 40-22°, 
offsets the depre ng effect f aspirin and Phenacet. B.P. 45-00°, 
phenacetin. Hyupon i r ible where pro- Caffein. B.P 2-00°, 
longed administration is l for (chront Codein. Phosph. B.P.. 0-99°, 
rheumati r ons for instance). Further- Phenolphthal. B.P 1-04% 
more, the antipyretic propertie of Hypon Exciz 7:75 Each tablet 8 grains) 





CALMIC LIMITED : Crewe : Crewe 3251-5 London: 2 Mansfield St, W.1. Langham 8038-9 
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BENZEDREX INHALER 


relieves nasal congestion 


quickly and safely 








Even in severe congestion ‘ Benzedrex’ Inhaler produces 
relief that lasts for at least ninety minutes. ‘ Benzedrex’ 
Inhaler contains SKF’s specially developed vasoconstrictor 
—propylhexedrine It produces almost no central nervous 
stimulation. 


Each *Benzedrer’ Inhaler is packed with 
propylhexedrine 250 mg. and aromatics. 


@ Smith Kline & French Laboratories Ltd Coldharbour Lane, London SE5 


, 
Benzedrer’ is a trade mark 


8X: PAIO7 (co!) 
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the quantity needed to depress 


NULACIN 
THERAPY 


—Simple, safe, effective 


A Nulacin tablet effectively depresses the con- 
centration of gastric HCI in peptic ulcer and 
other conditions of hyperacidity. It also provides 
protection against gastric HCI to the otherwise 
unprotected oesophageal wall and in such con- 
ditions as oesophagitis and hiatus hernia. 

SUPPLY. Nulacin tablets may be presctibed 
on E.C,10. The dispensing pack of 25 tablets is 
free of Purchase Tax. (Basic price to N.H.S.: 
2/-). Also available in tubes of 12. 


HORLICKS 
LIMITED 








Antacids, The Practitioner, January, 1957, 178: 43 

Antacids in Peptic Ulcer, The Practitioner, January, 
1956, 176: 103 

Recent Advances in the Ulcerative Diseases of the 
Gastro-intestinal Tract. Amer. J. Gastro., Decem- 
ber, 1956, 26: 665 

Ambulatory Continuous Drip Method in the Treat- 
ment of Peptic Ulcer, Amer. J. Dig. Dis., March, 
1955, 22: 67-71 

Management of Peptic Ulceration in General 
Practice, Med. World, December, 1954, 81: 591-601 

Clinical Investigation into the Action of Antacids, 
The Practitioner, July, 1954, 173: 46 













concentration (pH) of gastric HCl. The 
first such tablet (‘nulacin’). .. - 
Practitioner, January, 1957 


“an approach to the ideal is provided 

by a slowly dissolving antacid tablet which 

is lodged between the gum and cheek. Thus, with 
each act of swallowing, alkali is carried down over 
the gullet to the stomach. It is remarkable how little is 
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GASTRIC ANALYSIS 


Pharmaceutical Division, Slough, Bucks., England 
BIBLIOGRAPHY 





Further Studies on the Reduction of Gastric Acidity, 
Brit. Med. J., 23rd January, 1954, 1; 183-184 

Control of Gastric Acidity by a New Way of Antacid 
Administration, J. Lab. Clin. Med., 1953, 42: 955 

The Effect on Gastric Acidity of ““Nulacin” Tablets, 
Med. J. Aust., 28th November, 1953, 2: 823-824 

Discussion on Peptic Ulceration, Proc. Roy. Soc. 
Med., May, 1953, 46: 354 

Medical Treatment of Peptic Ulcer, Med. Press, 
27th February, 1952, 227: 195-199 

The Control of Gastric Acidity, Brit. Med. J., 
26th July, 1952, 2: 180-182 
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AT INFLUENZA TIME 





*S$-MEZ’ is highly effective in the treatment of the 
pneumonias and upper respiratory infections, bronchitis 
and otitis media. It is therefore particularly useful in 
dealing with the complications associated with influenza 
and the common cold. In many cases, particularly in 
young children and the elderly, prophylaxis with ‘S-mez’ 
against these complications may be considered well 
justified. 

‘S-MEZ’ is the safest, cheapest and most effective 
sulphonamide for routine use. Its toxicity is low, it is well 
tolerated and does not give rise to any renal complications. 


6S=MEZ)? is short for ‘Sulphamezathine’ 
TRADE MARE Sulphadimidine B.P. 


IMPERIAL CHEMICAL INDUSTRIES LIMITED 


PHARMACEUTICALS DIVISION WILMSLOW CHESHIRE 
PH779 
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‘cpr’ Oral depot therapy 
10-12 hours uninterrupted 
therapeutic effect 
with a single oral dose 


advantages : 
(1) certainty of continuity 
(2) no relapse due to broken administration 
(3) no forgotten doses 
(4) economy—low N.H.S. cost 


asmapax* sustained action ‘ionexten’-tabs.t 


day-long and night-long 
freedom from bronchospasm 


formula: 2 gr. ephedrine hcl. (as resinate), 65 mg. theophylline, 
150 mg. bromvaletone, 50 mg. mephenesin, 
dosage: |-2 tablets q |2h 

basic N.H.S. cost: 30 tablets 5/-. 


d e x t e n * sustained action ‘ionexten’-tabs.t 
day-long appetite control 
day-iong mood elevation 


formula: |0 mg. dexamphet. sulph. (as resinate). 
dosage: tablet at breakfast time, 
basic N.H.S. cost: 30 tablets 2/6. 


e a 
barbidex * sustained action ‘ionexten’-tabs.t 


day-long relief of anxiety 
and depression 


formula: |0 mg. dexamphet. sulph. (as resinate), 








gr. phenobarbitone 
dosage: }-| tablet at breakfast time. 
basic N.H.S. cost: 30 tablets 3/10. 


In ‘ionexten’-tabs. controlled ionic exchange evenly 
feeds the therapeutic agents into the blood stream at 
optimal level for 10-12 hours independent of varying 
physiological factors. 


(‘ionexten’-tabs are not enteric coated). iw the p, 
% regd. t trademark patents pending s e 

write for clinical samples, literature and 

Case reports. % 


Clinical Products Ltd., Richmond, Surrey 
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The use of MERCLORAN*, a@ potent 
mercurial diuretic for oral administration, 
greatly simplifies the problem of maintaining cardiac 
patients in the oedema-free state. Well-tolerated, 
with no loss of effectiveness on continued 
usage, small doses of MERCLORAN given 
throughout the day maintain a steady 
water and electroyte balance. 


to relieve the burden of 


excess fluid 





MERCLORAN 
EMPLETS* (enteric coated tablets 
Chlormerodrin N.N.R.) 
In bottles of 25 and 250 
also MERCARDAN* for 


Parenteral use. 
* Trade Mark 








MERCLORAN 


<A 
*. 
* 
ad + 
s 


? 
tea? PARKE, DAVIS & COMPANY LTD. (inc. U.S.A.), HOUNSLOW * MIDDX Tel: Hounslow ae 
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Desogen lozenges 


Regd Trade Mark 


for the prevention and treatment of infections of the 


aslo] eh iam Tale Mdalacl: |i 


Each Desogen lozenge 
contains 0.5 A Lelele rar lately 
sthyl-ar sthy! 
N’-methyl-a thyl) 
(pnenyi-carbamyl methyl) 


ro lTant tal ar Uaslaslelali elas mealielale |) 


Geigy Geigy Pharmaceu 


Cc mpany Ltd.. Mar 
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Tastiest way 
to dissolve sore 
throat symptoms 





Trade Mark 


‘TETRAZETS’ 


BACITRACIN - TYROTHRICIN - NEOMYCIN - BENZOCAINE THROAT LOZENGES 


These throat lozenges contain bacitracin, 
tyrothricin, neomycin and benzocaine, in a sugar 
base which dissolves slowly in the mouth. The 
antibiotics together cover a wide spectrum of 
activity against most organisms found in 
infections of the mouth and throat. Used in this 
form there is little danger of sensitising the 
patient to these or other antibiotics which might 


aD 


| 


later be required systemically. The inclusion of 
benzocaine provides effective analgesia. 
*Tetrazets’ are indicated for symptomatic relief 
and adjuvant treatment of throat and mouth 
infections due to susceptible organisms. 

The suggested dosage is 3 to 5 lozenges daily for 
several days. Supplied in containers of 12. 
Available on prescription only. 


MERCK SHARP & DOHME LIMITED, HODDESDON, HERTS. 
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Relief of 
Rheumatic Pain 
in 

General Practice 


It has been estimated that 8 out of 10 
patients go to their doctors with some form 
of rheumatic complaint. In all cases, the 
first aim is prompt relief, preferably calling 
for no supervision in administration. An 
effective and safe remedy is massive aspirin 
dosage in the form of Berex tablets. 


Clinical study* has shown that the cal- 
cium succinate in Berex prevents toxicity 
from massive dosage. The prothrombin 
level is maintained and there is no haemor- 
rhagic tendency, even after prolonged 
dosage. Your patients can enjoy prolonged 
relief” in safety, by reducing the initial 
dosage as soon as the pain diminishes. 
Side effects—including gastric — are 
fewer and milder, if present at all. 


Experimentally, by Warburg test, it has 
been shown that the inhibitory action of 
salicylate on tissue respiration 1s completely 
offset when it is combined with succinate. 
Succinate encourages cellular respiration 
and stimulates the respiratory enzyme sys- 
tems. It is to this stimulating action that the 
beneficial effect of succinate is attributed. 


% “No abnormal prolongation of prothrom- 
bin time even after 68 days of succinate- 
salicylate.” **The results also show that this 

J . : RH j je 
succinate-salicylate formulation combines CURENG OAM, & bet 
safety and efficacy, permitting wide use both mated, brings 8 out of 10 patients 
for treatment and maintenance without the °° the surgery. Prompt and prolonged 
excessive supervision requiredin many other _ ‘elief can safely be given, in all 
forms of therapy.” Delaware State Med.J., forms of rheumatism, by Berex 
1954, 26,22. in massive and prolonged dosage. 


BERE X.....% 


For prompt relief of pain associated 
with all forms of rheumatism 


PORMULA: Calcium succinate 2-8 gr. 
acetylsalicylic acid 3:7 gr 

iN TABLET FORM: basic N.HS. price, 
4/8$d.— 100 tablets; 24/3d 600 tablets. 
Berex has never been advertised to the public 
A professional sample will be gladly sent on request to: 
MEDICAL DEPT., CLINOD PHARMACEUTICALS LTD. 
BEL VUE ROAD, NORTHOLT, GREENPORD, MIDDLESEX. 
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nausea and vomiting 


for patients with _ 


of pregnancy 
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Ortho Pharmaceutical Limited 
High Wycombe - England 











when the clinical problem 





} 
blood 


Orally effective concentrations 
considerably higher than with other anti- 
biotics; zetained in the body for as long 
as 24 hours. 

clinically 
gram-positive and 


Widely bactericidal 
prevalent pathogens 


against 


some gram-neg including many re- 


sistant to other antibiotics 


Clinically 


itive 


practical prompt 


response 


in the majority of common infections: 
gastrointestinal tolerance exceptionally 
high; no difficulties of cross-resistance 
with commonly used antibiotics 





“common tnfecttot 


is a 

SOFT TISSUE * EAR ¢ SYSTEMIC ¢ 
INTESTINAL © URINARY TRACI ° 
RESPIRATORY TRACT 


LAL 





{dults: 500 mg. every 12 hours. Children: 
15 mg./Kg. of body weight per day, in 


divided doses every 6 or 12 hours. 


Supplied: Albamycin ‘Tablets, 250 meg.. 
bottles of 16 and 100, Albamycin Syrup 
125 mg. per 5 cc, teaspoonful), bottles 


of 2 fluid ounces. 


. TRADEMARK FOR UPJOHN'S BRAND OF NOVOBIOCIN 


ia ] ° . 
Upjohn Fine pharmaceuticals since 1886 


UPJOHN OF ENGLANDLTD*CRAWLEY * SUSSEX 














eye-ear ointment 


Each gram contains 
Hydrocortisone acetate 
15 mg. (1.5%) 
_ Neomytin sulphate .. 5 mg 
Supplied: 1 drachm tube 
with applicator tip 


Ned-Cortef 


neomycin for infection 
hydrocortisone for inflammation 











eye-ear drops 


Each cc. contains : 
Hydrocortisone acetate 

15 mg. (1.5%) 
Neomycin sulphate . . 5 mg 
Supplied: As a 5 cc 
sterile suspension in a sealed 
bottle with a dropper 
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For the treatment 


and relief 
of all rheumatic 


and muscular pain 


FINALGON, a neurovascular rubefacient of unique 
formulation, is the safe and rapid prescription, Quickly 


producing pronounced capillary and arteriolar 
dilatation and prolonged hyperemia, it results in greatly 


increased local warmth and a consequent 


rapid relief from pain. 





indications 
Lumbagqo, fibrositis, 


iyositis, sciatica, rheumatism, 


icular strain, 


wed by n 


and all type Ss Of pain ca 





tloxyethyl ester of Nicotinic acid 


P estone, Kent, for 


c. H. Boehringer Sohn, Ingelheim am Rhein 


/ Ya % Regd. Trade Mark 














Is there a ‘best’ 
The Value of 


tibiotic f 
antibiotic for “ _ 
OLEANDOMYCIN TETRACYCLINE 


routine use in 
in General Practice 


G | Practice? 
enera rac ice: Over the whole range of infections 


susceptible to tetracycline, Sigmamycin 
offers enhanced potency, producing faster 
and more complete eradication. Matro- 
In general practice the ideal method of mycin* (the Pfizer brand of oleandomycin) 
is an exceptionally well-tolerated anti- 
: é ‘ biotic. Its inclusion in Sigmamycin permits 
mination of precise sensitivity—is often a reduction in the dose of tetracycline. 


selecting an antibiotic—laboratory deter- 


impracticable. It causes delays which may Dosage is unusually simple: moderate 


be dangerous and, applied consistently infections in adults, one 250 mg. capsule 


ve every six hours; severe infections, two 
by every general practitioner, would ie 
¢ 7 = 250 mg. capsules every six hours. In over- 
grossly over-load available laboratory whelming infections a further increase 
facilities. may be needed and may safely be given. 
, : Sigmamycin is, therefore, a carefully 
In general practice, therefore, the need : 

- calculated combination of antibiotics 
is for an antibiotic which clears almost designed to offer enhanced activity, 


all common infections quickly, and with a improved tolerance, and a simple scale 


minimum of undesirable side effects. Sim- bis gc tae = — ee Ss 
1% d 4 dded ad ‘general practice’ infections. The remark- 

; ) Sage 1S an added advantage, ; ‘ 
plicity of dosage 1s an added advantage able characteristics of this very successful 


particularly where administration must combination have been amply demon- 
be left to relatives or parents. strated by extensive clinical trials.’ 


* A full summary of current information on Sigma- 


mycin, together with a review of clinical trials, is 


| os available upon application. 
\ c 

* : Sigmamycin 250 mg. capsules, each of which con- 
tains 167 mg. tetracycline and 83 mg. oleandomycin, 
are available in bottles of 16 and 100. 


: PFIZER Sigmamycin 50 mg. capsules, each of which contains 
33.3 mg. tetracycline and 16.7 mg. oleandomycin, 


= 

$a are available in bottles of 25 and 100, 
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Pfizer Folkestone, Kent 












atarax 


HYDROXYZINE 











DOSAGE: The required dosage of Atarax varies 
considerably in different cases. The average dose 
is 10 to 20 mg. (one or two Atarax Tablets or one 
or two teaspoonfuls of Atarax Syrup) every six 
hours. When necessary considerably higher doses 
can safely be administered. 


AVAILABILITY: Atarax Tablets, each of which 
contains 10 mg. of hydroxyzine hydrochloride, 
are available in bottles of 20 and 100. Atarax 
Syrup, each large teaspoonful (5 ml.) contains 
10 mg. hydroxyzine hydrochloride, is supplied in 
bottles containing 4 fluid ounces. 


| 


PFIZER PHARMACEUTICALS 

















for 
complete 
safety... 


THE remarkable safety of Atarax, and 
its value in general practice, was strongly 
underlined by a recent summary of its 
outstanding and unusual characteristics: 


‘Since this drug . . . has a minimum of 
side effects such as fatigue, lethargy or 
drowsiness, it is especially well suited for 
ambulatory neurotics who must work, 
drive a car, or operate machinery.” 


1 From an address delivered before a meeting of the Medical 
Society of the State of New York on 27th February, 1957. 


Manufactured at Sandwich and processed Pfizer) 
at Folkestone, Kent 
* Trade Mark 





a wise 
precaution... 


‘Three patients present- 
ing radiological evidence 
of peptic ulcer... are 
reported. ... The apparent 
high incidence of this 
serious side effect .. . 
suggests the advisability 
of routine co-administra- 
tion of an aluminium 
hydroxide gel.” 

J.A.M.A., 158 463 (1955) 


The incidence of peptic 
ulceration following the 
use of prednisolone, 

and whether or not there 
is a need for an antacid 
formulation, remains 

an open question. 


We have decided to meet these two 
parallel demands by offering two 
parallel products. Deltacortril will, of 
course, remain available for use where 
it is held that additions are unnecessary 
For those who favour the use of an 
antacid buffer we have introduced a new 
product—Deltacortril (AF)—a tablet 
which contains prednisolone and dried 
aluminium hydroxide gel 


Deltacortril 
(ANTACID FORMULA) 


These tablets contair addition 

to 5 mg. prednisolone, 300 1 

of dried aluminium hydroxide ge 
Deltacortril (AF) is ble in bottles 
containing 100 t 








...Or a needless 
addition? 


‘Our observations indi- 
cate that prednisone and 
prednisolone may be 
used . . . without undue 
gastro-intestinal hazard. 
Further, the addition of 
antacid or anti-spasmodics 
appears unwarranted.” 


Ohio State med. J., §2 942 
(Sept. 1956) 


. reviewing this division 
of opinion we have 
decided that, to maintain 
the completeness of our 
steroid range, we must 
cover both shades of 
opinion. 


eltacortril 


BRAND OF PREDNISOLONE 


The unmodified steroid will continue to 
be available in tablets containing 


> mg. and | mg. prednisolone. 


PFIZER PHARMACEUTICALS 
Pfizer 


processed at Folkestone, Kent 


Manufactured at Sandwich and 
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| 
: 
cases 
of 
spasmodic 
dysmenorrhoea 
Prophylactically, a courss 
of tablets starting a day or two 
before the expected flow will give 
> 
complete relief in most cases. 
BUSCOPAN is a completely safe 
spasmol ytic giving rise 
to none of the unpleasant 
side effects normally 
associated with 
drugs of this nature. 
‘ 
BUSCOPAN gives 
rapid relief from pain 
associated with Spasmodic 
Dysmenorrhw@a. When 
pain is severe, an 
intramuscular injection 
followed in four hours 
by oral administration 
(2 tablets three times 
a day) will give prolonged relief. 
Other indications 
Gastric or duodenal ulcer, spasmodic 
disorders of the gastro-intestinal tract, 
biliary colic and delayed relaxation 
of the lower uterine segment, 
BUSCOPAN 
t MIDE 
Manufactured a A wl ¢ l P estone, Kent, for 
Cc. H. Boehringer Sohn, ingetheim am Rhein 
| Registered Proj 27 u % Kegd. Trade Mark. 
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Period of Antibiotic Therapy — S days | 
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This graph illustrates the striking result oi 


a clinicai trial with 66 patients at Bristol 





recently published in the Lancet. It demon- 


strated how during antibiotic treatment 





Enpac builds up resistant lactobacilli while 





reducing the number of staphylococci to 


a low leve!. By contrast, when the anti- 





biotic was used alone, \actobacilli dropped 


e Lactobacillus Acidophilus 
2S Staph: lococceus Aureus 


to the low figure of 16°,, whereas resistant 














staphylococci flourished greatly at the high 


level of 76°. 
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BEFORE DURING END OF En0 OF 
TREATMENT TREATMENT ANTIBIOTIC 


SUMMARY TREATMENT muareeat 


Period of Enpac Administration—9 days 





Extract | “ Iwas found that the staphy- 


from the lococci increased in both 
Lancet groups at the beginning of 
ANCE 


article 
on the | in the patients taking the anti- resistant lactobacilli by the anti- 


Bristol biotic alone, but in those biotic during the early days of 
treatment.” 











rapidly established and continued 


antibiotic therapy Staphy- to multiply This followed the 


lococci continued to increase elimination of the normally non- 


a d : Enpac tl > WAS & - 
clinical taking Enpac there was a pro = " 
nounced drop in’ numbers (Lancet, 1957, i, 899) 


trial following the initial rise 
t : : Samples and literature are freely 
ly | — ef 
Simultancously, in this latter available to the medical profession 


group the lactobacilli were on request, 





LLOYD-HAMOL LTD. Sole Distributors, 


fy 0c 11. Waterloo Place. London, S.W.1. 
1 British product de eloped bi 


ane bier Iplin & Barrett Ltd, Biologicals Division. 





HIGHLY BUFFERED ACID VAGINAL JELLY (pH 4.0) 


Improved ‘acid douche’ therapy 
for prompt local relief 
in vaginitis 


(=<) 
\Ortho) 
WY 


Ortho Pharmaceutical Limited 
High Wycombe - England 
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SEBORRHOEIC DERMATITIS 


PRAGMATAR 


highly effective in a wide range of skin disorders 
a versatile and safe preparation containing tried and 
proved agents for the treatment of seborrhoeic 
dermatitis (including cradle cap), eczematous eruptions, 
psoriasis, fungous infections and dandruff 


Pragmatar — cety! alcohol-coal-tar distillate, 


sulphur and salicylic acid 
@) Smith Kline & French Laboratories Ltd. 
Coldharbour Lane, London, SEs5 


*Pragmatar’ is a trade mark 


FR:PA27 
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In the treatment of hay fever and many 
other allergic disorders BENADRYL* 
(diphenhydramine hydrochloride) has been 
shown by extensive use to be an efficient 
and reliable antihistamine. The average adult 
dose of Benadryl is one 50 mg. capsule 

three or four times daily preferably after 
each meal and at bed-time. For infants and 
young children a suitable form of 
administration is Benadryl Elixir in an 
average daily dose of one to two teaspoonfuls 
three or four times a day. 

Benadry] products for topical and ophthalmic 
application and for parenteral 

administration are also available. 

* Trade Mark 


BEN ADRYL in the relief of allergy 


BENADRYL CAPSULES (50 mg. and 25 mg.) bottles of 50 and 500. 
BENADRYL ELIXIR: each 4 ml. (one teaspoonful) contains 10 mg. of Benadryl. 
Bottles of 4, 16 and 80 fi. ozs. 


Benadryl Ophthalmic * Benylin Expectorant * Benadryl Cream 
Benadryl Emplets ~*  Caladryl Cream * Caladryl Lotion 


Can 

° e Bena-Fedrin Nasal Decongestam 

« py: 

* E> PARKE, DAVIS & COMPANY,’ LTD. (inc. U.S.A) HOUNSLOW - MIDDLESEX 
"ee" Tel. Hounslow 2361 


800 
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“All right, Mr. Baxter, shall we continue ?... 


. .. now that you seem to be getting the idea, just let me reiterate that 
1.Z.S., as you so neatly put it, “ has something the other insulins 
haven't got.” In other words, in about 90 per cent. of patients the blood-sugar 
level can be controlled for up to 24 hours with a single injection of I.Z.S. 
When you compare the various insulins available, you'll find that no other form 
is sO universal in its application as 1.Z.S. This is, among other things, 
because I.Z.S. does not contain any protein or peptide material other than 
the insulin itself, and is therefore practically free of any ailergic reactions. Perhaps 
Mr. Baxter will now give others a chance to raise their questions.” 


1.Z.S. A.B. Vials of 10 c.c. s 
40 or 80 units per c.c. nsulin 
* 


1.Z.S. (Amorphous) A.B. Vials of 10 c.c y : 
hc Eni. j 


40 or 80 units per c.c ] 
1.Z.S. (Crystalline) A.B. Vials of 10 c.c. s 
oowoverss t=) USpension AD. 
Joint Licensees and Manufacturers : 


ALLEN & HANBURYS LTD THE BRITISH DRUG HOUSES LTD 
LONDON E2 LONDON NI 























H 
- 
4 


ANNOUNCEMENTS A55 
— eee 








| Caleipers ff , 


; proved in performance 
the most efficient 





oral penicillin 


Calcipen-V is the calcium salt of Penicillin V and offers 
the following advantages in oral penicillin therapy: 


more rapid onset of action more reliable absorption 


sustained blood levels on 4 to 6 hourly dosage 





Tablets of 60 mg. Penicillin V (as calcium salt). Bottles of 20, 100, 500 
Tablets of 120 mg. Penicillin V (as calcium salt). Bottles of 20, 100, 500 


Literature and further information gladly sent on request 


BOOTS PURE DRUG COMPANY LIMITED * NOTTINGHAM $270 
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honvan 


FOR PROSTATIC CARCINOMA 





Honvan (diethylstilboestrol diphosphate) exhibits — the 
following advantages in the treatment of prostatic 
carcinoma: 
It is water-soluble and well-tolerated even in high 
dosage. 
Honvan as such is pharmacologically and oestro- 
genically inert, therefore it rarely produces 
feminising side-effects 
It is dephosphorylated only in the presence of 
phosphatase, high concentrations of which are 
present in carcinomatous prostatic tissue. 
Insoluble free stilboestrol is released from Honvan 
by dephosphorylation exclusively in prostatic 
tumours in such concentrations that a cytotoxic 
effect is exerted on malignant cells. 
Its action is rapid on both primaries and secon- 
daries even in cases not responding to conventional 


oestrogen treatment. 
It is effective both by intravenous and oral routes. 
PACKING: 
Boxes of 10 x 5 ml. ampoules | Containers of 50 and 250 tablets 
each containing 250 mgm. each containing 100 mgm. 


Detailed literature is available on request 


WARD, BLENKINSOP & CO., LIMITED 





YORK HOUSE, 37 QUEEN SQUARE, LONDON, W.C.1 


Phone: Holborn 5992/6 (5 lines) Grams: Duochem, Westcent, London 
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By mouth 
or 


by rectum 


Cafergot 
BY SANDOZ 


| 

: 

| aborts the attack of migraine 
| in more than 80% of cases 
| 
| 
| 
| 
| 


TABLETS for the vast majority of patients 


| 
| 
suppositories! when there is too much nausea 
and vomiting 
for tablet medication 





Sandoz Products Limited, 23 Great Castile Street, 





| 
| 
| 
| 
| 
| 
! 
| 
| 
i 
| 
| 
: Sandoz House, 
| 
| 
| London, W.1 
| 
| 
| 
| 
| 
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Plesmet 


TABLETS 





Plesmet perfects the acknow- Ferrous Sulphate Glycine Complex 
ledged hemopoietic efficiency 
of ferrous sulphate in all iron 


deficiency anemias by ensuring THE NEW 
that it is extraordinarily well 
tolerated—particularly in preg- PERFECTLY TOLERATED 


nancy. In a recent clinical trial 


a course of Plesmet was CORAL TREATMENT 
markedly successful in raising the > 
FOR HYPOCHROMIC 


hzmoglobin percentage from an 
initial average level of 62 to an- 


average 73 in two weeks. ANAEMIA 


EACH TABLET CONTAINS 
Basic N.H.S. Price: 100 tablets 2/8 


Ferrous Aminoacetosulphate 


equivalent to 50 mgm. of Ferrous 1000 tablets 17/6 
Iron with | mgm. of Aneurine 
Hydrochloride B.P. Daily average cost of treatment—!/d. 








COATES & COOPER LTD. 


PYRAMID WORKS © WEST DRAYTON e¢ MIDDLESEX 





MAXIMAL EFFICIENCY AT MINIMAL COST- WRITE FOR SAMPLES 8. LITERATURE 
ERENT tS 


as Se eer 











tat 


pes Pn eS 
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NEW FORMULATION 


Pollergen uu. 


MIXED GRASS POLLENS EXTRACT 


——— 


replacing 


Pollergen mixeD GRASS AND TREE POLLENS EXTRACT 


“Duncan” extracts for prick tests and hyposensitization with 
grass pollens in the diagnosis and treatment of hay 

fever and seasonal asthma are now issued as 

shown below, and the preparation previously available as 
**Pollergen” has been withdrawn. Please note the details 

of the new “ Pollergen”’. 


FOR PRICK TESTS: Pack of 2 ml. bottle containing 20,000 Noon 
units/ml. and 2 ml. bottle of solution for 
control tests. 


FOR HYPOSENSITIZATION: Set of two 5 ml. and two 1o ml. bottles 
containing respectively 100, 500, 2,500 and 
25,000 Noon units/ml. for course of 
hyposensitization injections. 


In recent years, advances have been made in the study of 
grass pollens and hay fever and seasonal asthma. The new 
**Pollergen” comes from these advances. Literature 
concerning it will be sent on request, and inconvenience will 
be avoided if physicians who used the old “Pollergen” 

will kindly make sure that they receive the literature 

on the new preparation. 


DUNCAN FLOCKHART of Edinburgh 
The Doctors’* House 


ESS TSA 
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IMPORTANT 
ANNOUNCEMENT 


BROVON ASTHMA 
INTALAN 


Price Agreement with the Ministry of Health * 
A reduced price for Brovon 

Asthma Inhalant, acceptable to the Ministry, 
has been agreed under the 

Voluntary Price Regulation Scheme. 


Freely prescribable on the N.H.S. ® 


As a result of the above 
agreement, Brovon Asthma Inhalant is again 
freely prescribable on Form E.C.10 


Economy in Prescribing 
At the reduced price, Brovon Asthma 


* Extract from a letter being forwarded 
by the Ministry to Executive Councils for 
distribution to all Doctors:— 


**The prices of Brovon Inhalant (manufacturers :— 
Moore Medicinal Products Ltd.) have 

recently been adjusted in accordance with 

the price regulation scheme and the request 
to doctors not to prescribe 

this product is therefore withdrawn.” 


BROVON ASTHMA INHALANT Contains :— 





Atropine Methonitrate 0.14% WIV 

Inhalant costs the N.H.S less Papaverine Hydrochloride 0.88% W/V 

than at any previous time since its Adrenaline (Epinephrine) 0.50% W/V 
introduction in 1939. Chlorebutol 0.50% W/V 


Literatlre and samples gladly sent en request. 


Moore Medicinal Products Ltd. 


| QUEEN'S TERRACE 
ABERDEEN 


64 GLOUCESTER PLACE 
LONDON, W.1I 
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A tiny grey body, a red bill, a black cap. 
Storming the great surging seas, plucked aside by 
ustering ocean squalls, the Arctic tern beats 
onstantly on. There is hardly a respite for cleven 
thousand miles—until it reaches the cool shellfish 
agoons of its Antarctic summer home. Through 


muscle and good technique it overcomes the barrier 





ature 


\ natural barrier in the human body, 
the mucosal block, is perhaps more 
difficult to overcome. It keeps a great 
many paticnts ¢ onstantly on the verge 
of iron deficiency anaemia. When 
oral iron is administered to an 
anaemic patient, the Hb level rises, 
but the more it rises, the more 
effective the mucosal block becomes 
the more medicine is wasted. Body 
iron stores which buffer the cured 


anaemic patient against relapse 





remain depleted. But the natural 
barrier to iron, like the vast ocean 
wastes, can be overcome—through 
muscle and good technique. 
Intramuscular iron by-passes the 


mucosal block. 





PRESCRIPTION INFORMATION. Each 2 1 ampoule 
of Imferon will raise the Hb about 2.5% (5 ml. about 
6%), in an adult of average weight, as well as con- 
tributing to the replenishment of body iron stores. 
Imferon is available in ampoules of 2 ml. and 5 ml. in 
boxes of 10 and 5 ampoules respective 4 simple 
dosage calculator and notes on intramuscular injection Trade Mark lron-Dextran Complex 





technique for nurses are available on request. 


: THE CERTAIN p 
send IRON THERAPY 


PIONEERS IN PARENTAL IRON THERAPY BENGER LABORATORIES LIMITED * HOLMES CHAPEL * CHESHIRE 
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Ferrum et scutum , 
lanceaque 


(cum arte) 








dy 
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BLOOD LOSS BLOOD vw ié 





f q Hae Di A 
Body stores 
still ; 
1 

Suggested further reading: 
Blood, 1955, 10, 567. Bull. N.Y. Acad. Med., 1954, 30, 81. 
J. Amer, med. Ass., 1956, 162,197. Ann. intern, Med., 1955, 42, 458. | 
{nn intern, Med., 1953, 38, 199. J. clin. Invest., 1952, 31, 543. 
Brit. Encyl. Med. Pract., Med. Progr., 1956, P.47. 





Imferon i 


an Complex Trade Mark 


BENGER LABORATORIES LTO., HOLMES CHAPEL, CHESHIRE ‘° PIONEERS IN PARENTERAL IRON THERAPY 
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MUCOSAL BLOCK 


ORAL IRON 
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in the prevention of 


Post partum haemorrhage 


HYALASE 


Trade Mark 


“the spreading factor”’ 







with ergometrine 


BENGER 


BENGER LABORATORIES LIMITED, HOLMES CHAPBL, CHESHIRE 























_—$———$———— 











ANNOUNCEMENTS 








But there are other ways— 
in dealing with seborrhoea capitis 


Simple seborrhoea can be brought under control by the weekly 
use of Genisol, applied in the manner of a shampoo. Genisol 
has been formulated to remove the loose scales, at the same 
time stimulating the production of normal tissue: the inclusion 
of hexachlorophene prevents aggravation of the condition by 
bacterial invasion. 

Persistent seborrhoea capitis quickly responds to the com- 
bined treatment of Genisol-Sebigen. Sebigen should be rubbed 
into the scalp twice daily through numerous partings in the 
hair, followed by frequent applications of Genisol as directed. 


Genisol and Sebigen Prescribable on E.C.10 


Genatosan Limited, Loughborough, Leicestershire. 
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In the Service... 





Research 


The House of Wander continues to maintain its advanced 
position in pharmaceuticals and quality food products 
because the standardization of active ingredients during 
manufacture is backed by careful control and investigation 
in its extensive Research Laboratories. 


In Quality 


The Wander Research Laboratories have made useful 
contributions in the fields of dietetics, nutrition and _vita- 
mins. Their wide experience and up-to-date laboratory 
facilities help to maintain the high quality of Malt Extract 
and Cod Liver Oil (Wander) the vitamin content of which 
exceeds that of the analogous B.P. preparations. 

The special consideration of physicians when prescribing a 
malt and oil preparation is that of vitamin values. Com- 
parative studies prove that to prescribe ‘Wander Brand” 
is to specify malt extract and cod liver oil of the finest 
possible quality. 


In the Service of Medicine 


Careful control and investigation help to maintain “Wander 
Brand” in the forefront of its class. Moreover, with all its 
special advantages, “Wander Brand” costs no more than 
some malt and vil preparations with a lower vitamin content. 


| Ix Malt « Oil (wanver), 


—— 


A. WANDER LTD., 42 Upper Grosvenor Street, 
Grosvenor Square, London W.1. 
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A Superior 
Buffered Analgesic 


‘ALASIL’ TABLETS—the improved form of salicylate medica- 
tion—provide the efficient analgesia expected from their 
content of aspirin. Their superior acceptability derives 
from their content of a reliable buffer which minimizes the 
tendency to gastric irritation sometimes caused by the use 
of aspirin alone. 


‘Alasil’ is an advanced sedative and anti- 
pyretic; it does not tend to induce gastric 
irritation; because of its high tolerability, 
itmay be used for long-term administra- 
tion even to those with sensitive stomachs, 
and to children. 


Advantages 


‘Alasil’ Tablets contain the recognized 
——_ yo - magne = 

o ae Aluminium Hydroxide), which permits 
Com position their sedative principle, acetylsalicylic acid, 
to exert its action with minimal risk of 
side-effects. 


° ° Symptomatic pain generally, rheumatism, 
In hI Te RALOliRsME fibrositis, lumbago, headache, dysmenor- 
thoea; dental pain. 
) p TCJ]PHARMACISTS (P.7., exempt for dispensing) “AS 
a cks EPrices Standard size: 1000 in 250 bottes, 30/8, qDp 
‘Juvenile’ size; 375, 6/6; 750, 11/3; 1,500, 21/6. scat 


Sample and literature on request to A. WANDER LTD., 42 UPPER GROSVENOR ST., LONDON W.1 
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ALASIL JUVENILE TABLETS 


. Alasil ‘Juvenile’ Tablets specially sized for children, and 
nvither coloureu nor flavoured, are packed in tubes bearing 
dosage-for-age instructions. 
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The order of the day... 


"LANOXIWN’ for maintenance therapy 


It never varies in potency. 

It is taken each day, not intermittently. 
Over-digitalisation quickly subsides because 
of rapid excretion. 


‘LANOXIN.. 
unfailing 


D I G Ox Zz N control 


nal BURROUGHS WELLCOME & CO. (The Wellcome Foundation Ltd.) LONDON 
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Influenza and the stomach 


It is suggested* that gastric complications of “Asian 
flu” are aggravated by the use of aspirin. Even if 
this has not been proved, it is wise to avoid any risk 
of stomach irritation when treating febrile patients. 


Paynocil contains chemically unmodified aspirin, but 
this is blended with glycine to give instant dispersal 
and prevent gastric irritation. 


Paynocil tablets are pleasant to take. They disperse 
instantly on the tongue and need no water, no 
chewing, no swallowing whole, and no disguising. 





* Brit. med. F., ii, 762, 1957 


non-irritant, 
quick-dispersing 


ANALGESIC & ANTIPYRETIC 





FOR ADULTS 


PAYNOCIL F 
EACH TABLET CONTAINS - 
Acetylsalicylic acid ........ 10 grains 
Aminoacetic acid........... 5 grains 


PACKAGES in sealed foil strips: 
Cartons of 18 
Dispensing packs 
of 240: 

basic N.H.S. 
cost (tax free) 21/8d. 







G. L. BENCARD LTD. PARK 


FOR CHILDREN 


Junior PAYNOCIL 
EACH TABLET CONTAINS 

Acetylsalicylic acid ........ 24 grains 
Aminoacetic acid.......... 1} grains 


PACKAGES in sealed foil strips : 
Cartons of 20 
Dispensing packs 
of 240: 

basic N.H.S. 
cost (tax free) 12/- 








601/65(68)/2 
ROYAL, LONDON, N.W.10 
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‘Amytal’ acts 


where tranquillisers fail 















‘AmyTAL’ brand Amylobarbitone was significantly 

superior to three tranquillisers and one compound 

preparation in relieving tension, when used in a 

recent clinical trial* conducted on 51 hospital out- 

patients suffering from psychoneurosis. ‘AMYTAL’ 

was also the most economical drug used not 
excluding the placebo. 

*B.M. 7. p.63, July 13, 1957- 

‘AMYTAL’ in correct dosage gives prompt sedation 

Us without affecting mental alertness, and is agree- 

ably free from hangover. The average sedative 


dose is 4-} gr. (32-50 mg.) three or four times daily. 





‘Amytal 


BRAND AMYLOBARBITONE 





Lilty 


ELI LILLY & COMPANY LIMITED - BASINGSTOKE - ENGLAND 
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THE MONTH 


St. Mark’s hospital is synonymous with the highest standard of rectal 
surgery in the world. It is therefore only fitting that three of the articles 
in our symposium on ‘Diseases of the Rectum and Colon’ 
The this month should come from the pens of members of the 
Symposium staff of this great institution. Carcinoma of the rectum and 
colon must inevitably take priority in any such symposium, 
and the articles by Professor Goligher and Mr. Henry Thompson present a 
comprehensive and authoritative review of the present position which should 
answer all the questions for which practitioners are seeking answers. More 
common, and often more tragic in its consequences, is ulcerative colitis. 
It is clear from the review of the subject by Dr. Cullinan and Dr. MacDougall 
that the management of the unfortunate victim of this disease calls for 
much clinical skill, but their recommendation, based upon a series of well 
over 300 cases, will prove of much help to the family doctor in the manage- 
ment of the disease. The spastic colon, and anal abscesses and fistula, are 
two recurring problems in general practice, and readers will particularly 
appreciate Dr. T. C. Hunt’s careful account of a disease which at times 
has fallen into disrepute through misdiagnosis. The final article, on 
‘management of a colostomy’, will bring solace to many of those who have 
been unable to adapt themselves to the life of a ‘colostomite’. 


ONCcE again the whirligig of politics has produced a new Minister of Health. 
There can be nothing but regret at the cause for this particular change and 
the whole profession will wish Mr. Dennis Vosper a complete 
The New recovery from the acute illness which has brought his short 
Minister tenure of office to an end. His successor, Mr. Derek Walker- 
Smith, has the reputation of being a ‘bonny fechter’ and, as a 
back-bencher, has shown a commendable spirit of independence on 
occasion. We sincerely trust that he will not allow the miasma of Savile Row 
to dull this spirit. It was just over two years ago that he informed the 
Fellowship for Freedom in Medicine that it was important that the poli- 
ticians should cooperate in assisting the doctors to a greater degree of 
freedom in the practice of medicine, with a view to regaining the personal 
relationship between doctor and patient. 
He now has the opportunity of translating his words into deeds, as he 
assumes office at one of the most critical periods in the history of medicine 
in this country. No one will envy him his task, but it is a task which is well 
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worth doing. It is not only a great tradition that is at stake, it is the welfare 
of the individual citizen as opposed to that inhuman concept so beloved of 
the bureaucrat and the marxist—-the State. Now is the time for action. 
The new Minister has a great opportunity. If he can introduce a greater 
degree of freedom in the practice of medicine, he will place the nation and 
the profession for ever in his debt. 


‘Tne effectiveness, safety and practicability of fluoridation as a means of 
preventing dental caries, one of the most prevalent and widespread diseases, 
is now established’. Such is the unequivocal opinion of the 
Fluoridation WHO expert committee on water fluoridation. The opinion 
is based upon a study of hundreds of controlled fluoridation 
programmes in 17 countries, some of which have been in progress for more 
than twelve years. In the United States alone, 32 million people in more 
than 1,500 communities are using mechanically fluoridated drinking water. 
The over-all picture is that the prevalence of dental caries in the permanent 
teeth of children has decreased by 60 per cent., whilst in the milk teeth the 
reduction has ranged from 50 to 60 per cent. Furthermore, the teeth of 
these children are well formed and zsthetically superior to those of children 
in non-fluoride areas. Studies of adult populations in areas where fluorides 
are found naturally in drinking ®ater have shown that caries prevalence is 
only about one-third of that in similar groups in fluoride-free areas. All 
the available evidence indicates that the use of drinking water containing 
one part per million of fluoride produces identical dental and general effects 
whether the fluoride occurs naturally or is added by mechanical means. 

It is too much to hope that even this overwhelming evidence will con- 
vince that small majority in this country who are agitating so violently to 
deprive children of this protection against dental caries. It is a curious 
coincidence that in Andover, where the opposition has taken such an 
aggressive form, the incidence of dental caries in children, according to the 
medical officer of health, is 94.8 per cent. With this sweeping affirmation 
of the efficacy and safety of fluoridation, it is to be hoped that the Ministry 
of Health will push ahead with full vigour in the implementation of their 
plans for ridding the country of this modern scourge of childhood. 


Ir is an old tradition in British journalism that editors should be read 
but not seen or heard. Our Continental colleagues have somewhat 


different ideas. It was therefore only appropriate that the 
Editors in first meeting of British medical’ editors should have taken 
Conference place on the occasion of the third congress of the International 

Union of the Medical Press, which was held in London on 
September 13-14, under the presidency of Dr. Hugh Clegg, the editor 
of the British Medical Journal. Over a hundred editors, most of them from 
the Continent or this country but with a sprinkling from North America, 
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Africa and the Near East, attended the conference. The subjects. discussed 
covered a wide field, ranging from such technical subjects as standardization 
of format and references, and multilingual summaries, to more general 
problems such as ‘the press and medicine’ and ‘editorial responsibility for 
medical advertising’. 

Dominating the whole conference was the triple problem of how to ensure 
a freer international exchange of medical information without any increase 
in the number of medical journals and without sacrifice of the individuality 
of those journals already in existence. Abstracting journals are one method 
of dealing with the problem, but, in their attempt to be comprehensive, 
some of these are becoming so large as to be intellectually unwieldy. Multi- 
lingual summaries, as are being provided by Continental journals, are 
another approach to the problem, but it is difficult to make them informative 
without adding considerably to the cost of the journal publishing them 
Outside a totalitarian state the problem is probably insoluble, but con- 
ferences such as this one can do nothing but good by a editors to 
meet together to exchange ideas and understand each other’ s problems. 
This will not provide a solution but it will go far towards ensuring a freer 
interchange of information of value to the clinician. 


IN some ways the most interesting discussion at the medical editors’ con- 
ference was that on ‘editorial responsibility for medical advertising’. This 
was opened by two brilliant papers—one by Dr. Joseph 

Medical = Garland, the editor of the Nez Engtand Journal of Medicine 
Advertising and our consultant editor in the United States, and the other 

by Dr. T. F. Fox, the editor of The Lancet. There has been 
considerable criticism recently of the advertising activities of the pharma- 
ceutical industry. Most of this criticism is ill-informed and unjustified. On 
the other hand, as Dr. Garland pointed out, some of the methods being 
used ‘carry with them a risk that the legitimate and erstwhile mutually 
respected partnership between pharmacy and medicine may turn into one 
in which medicine becomes a junior partner only to the big business of 
pharmaceutical manufacturing’. 

The editor’s problem here is twofold in that he has a double duty to his 
readers. If he is to provide his journal at a reasonable price he must have 
other sources of income than subscriptions and, as Dr. Fox pointed out, 
‘advertisements help us to do our job of distributing knowledge and ideas’. 
On the other hand, to quote Dr. Garland, we have a duty to ‘put restraint 
on their ultrapersuasiveness and keep it within the bounds that medical 
propriety and a sense of service to humanity have set’. Fortunately, these 
two duties seldom clash, as the vast majority of pharmaceutical manu- 
facturers are constantly aware of their ethical and moral obligations. They 
recognize that, fundamentally, in the words of Pope Pius XII when receiving 
delegates to an international conference on drugs and pharmaceutical pro- 
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ducts, their work ‘has meaning and value only inasmuch as it represents a 
true social service necessary for the subsistence . . . or the betterment of 
the living standard of a great number of people’. So long as medicine and 
pharmacy (in its modern guise of the pharmaceutical company) maintain 
this joint tradition, so long will the medical press be able to supply its 
readers with the maximum of knowledge at the minimum of price. 


PRESERVED among the manuscripts at the National Maritime Museum is 
the account sent by Admiral Horatio Nelson to the Commissioners for Sick 

and Wounded Seamen for the expenses incurred in the 
APrelude amputation and subsequent treatment of his right arm. 
to Trafalgar Details of this document have now been published for the 

first time by Miss Jessie Dobson (Ann. Roy. Coll. Surg. 
Engl., 1957, 21, 119), and her account throws. an interesting light on the 
famous sailor’s experience with the surgeons of the day. He received his 
injury in the attack on Teneriffe on the night of July 24-25, 1797, and it 
is said that his wound might have proved fatal had it not been for the 
presence of mind of his stepson, Lieutenant Josiah Nisbet, who tied a 
handkerchief round the arm above the lacerated vessels. Amputation was 
performed on board the flagship, ‘Theseus’, by two naval surgeons-— 
Thomas Eshelby, a Yorkshireman, assisted by Louis Remonier, a French 
royalist refugee. 

The amount finally claimed by Nelson for expenses incurred in con- 
nexion with his injury was £135 1s. This included £36 as the fee paid to 
Eshelby and 24 guineas paid to Remonier. It is interesting that naval 
surgeons should have been allowed to make special charges such as this. 
As the basic pay of naval surgeons at this period was {5 a month, together 
with 2d. per head per month for each member of the crew, these extra fees, 
as Miss Dobson points out, ‘must have been a very welcome supplement 
to their income’. Other items included a guinea a day for thirty days to 
William Cruikshank, who had been William Hunter’s partner in the 
Windmill Street Schcol, 23 guineas to Michael Jefferson, another naval 
surgeon who looked after Nelson from October 19 to December 13, 1797, 
and one guinea each to three surgeons for a special consultation. These three 
consisted of John Rush, Inspector General of Hospitals; Sir James Earle, 
surgeon to St. Bartholomew’s Hospital and son-in-law of Percivall Pott; 
and ‘Thomas Keate, surgeon to the Prince of Wales. All these expenses 
were allowed, but the distinguished admiral was not so fortunate with his 
claim for Sick Quarters, which was rejected by the Secretary to the 
Admiralty in phraseology not unknown to naval officers of the present day: 
“Their Lordships do not think it right to allow him to make any charge for 
Sick Quarters and refer him to the Navy Board who will grant him such 
allowances as are proper to be made to him agreeably to H.M. order in 
council’, 
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CARCINOMA OF THE RECTUM 


By J. C. GOLIGHER, Cu.M., F.R.C.S. 


Professor of Surgery, University of Leeds; Surgeon, General Infirmary, Leeds; 
Consulting Surgeon, St. Mark’s Hospital for Diseases of the 
Rectum and Colon 


ACCORDING to the Registrar General’s statistical reviews for England and 
Wales, some 6000 people lose their lives every year in this country from 
cancer of the rectum—or roughly 16 a day. It is evident therefore that this 
is a condition likely to be encountered not too infrequently by the average 
general practitioner in the course of his career. 

Like most other malignant tumours, carcinoma of the rectum is pre- 
dominantly a disease of the elderly, although it can occur at almost any 
age, even in adolescence. Thus, in a series of over a thousand consecutive 
cases of cancer of the rectum at St. Mark’s Hospital, I found that the ages 
of the patients ranged from 20 to 85, but that more than half of them were 
over sixty. Unlike tumours of the colon, which affect both sexes more or 
less equally, rectal cancer occurs twice as often in men as in women. It is 
found with roughly equal frequency in the upper, middle and lower thirds 
of the rectum. In no less than 3 per cent. of all cases two or more primary 
growths are present simultaneously, the second one being situated in 
another part of the rectum or in the colon. This is an important practical 
point for the surgeon to bear in mind, for, if the other growth lies remote 
from the clinically obvious lesion in the rectum, it may possibly be over- 
looked, unless a careful palpation of the entire large intestine is a part of 
the operative routine. 


PATHOLOGY 

The pathology and mode of spread of carcinoma of the rectum have been 
the subject of intensive research by Ernest Miles, Cuthbert Dukes and a 
host of other workers. The investigations of Dukes are particularly out- 
standing because of their accuracy and prodigious scope, literally thousands 
of operative specimens having been examined in a most meticulous fashion 
and the findings related to the subsequent fate of the patients. It is probably 
true to say that we know more about the behaviour of this form of malignant 
disease than of almost any other, with the possible exception of carcinoma 
of the breast. 

Rectal carcinoma usually presents as a typical malignant ulcer (fig. 1), 
less commonly as a papilliferous mass projecting into the lumen. In most 
instances it apparently begins as a small ulcer which gradually enlarges in 
all directions. Its growth in the transverse axis results in its extending 
round the circumference of the bowel until eventually the two edges meet 
and fuse. In this way a completely annular lesion is produced (fig. 2). The 
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late Mr. Ernest Miles, who had a vast clinical experience of rectal cancer, 
estimated from examining periodically a few patients who had refused 
operation, that it took roughly six months to traverse each quadrant of the 
rectal circumference. Accepting this as a very rough generalization, it is 
probably correct to say 
that most patients with 
an annular rectal 
growth have had it for 
at least two years. 
Besides growing along 
the rectal wall the car- 
cinoma also spreads 
radially through it. At 
first it is restrained in 
its outward extension 
by the investing fascia, 
but eventually it pene- 
trates this layer to reach 
the perirectal tissues. 
On the anterior aspect 
—aptly termed the face 
dangereuse by French 
surgeons—direct spread 
may result in invasion 
of adjacent viscera such 
as the prostate, seminal 
vesicles and bladder in 
the male, or the vagina, 
uterus and adnexa in 
the female, whilst 
posteriorly the growth 


may become adherent (a) (b) 

to the sacrum and im-_ Fic. 1.—Specimen of rectal carcinoma removed by ab- 
‘ domino- perineal excision: (a) Opened-up specimen 

plicate the roots of the seen from tie mucosal aspect, showing the circular 

sacral plexus. primary carcinomatous ulcer. (b) Diagram of dissected 

I hati specimen; the position of the primary growth is 
Lymphatic spread. indicated by shading; uninvolved lymph glands are 

A most important mode merely outlined, glands containing metastases are 

shaded black. 





of spread is by the 
lymphatic system, 
metastases being found in the related lymph glands in roughly half 
the cases in which surgical excision is performed. These are located along 
the blood vessels to the rectum, chiefly the superior hemorrhoidal vessels 
(fig. 1, 2). Indeed, with growths in the upper half of the rectum lymphatic 
spread is virtually exclusively upwards along these latter vessels. 

Blood spread.—Invasion of blood vessels in the wall of the rectum may 
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lead to the release of malignant emboli in the portal venous system which 
may result in the development of hepatic or, rarely, pulmonary metastases. 
These, however, probably occur less often with rectal carcinoma than with 
many other forms of internal cancer, which is fortunate for, of course, they 
place the condition beyond 
hope of cure except in the 
very rare cases in which only 
one lobe of the liver is in- 
volved and it is found feasible 
to excise it. 


ETIOLOGY 

We are just as ignorant of 
the fundamental processes 
underlying the development 
of rectal cancer as of malig- 
nant disease in general, but 
certain factors have been 
established as predisposing 
to the occurrence of carci- 

noma in this situation. 
Pre-existing benign adeno- 
matous polypi.—It is well 
known that benign polypi 
of the rectum and colon 
have a distinct tendency to 
undergo malignant change. 
This is seen par excellence in 
the condition of familial poly- 
posis, in which the whole 
large intestine is studded 
(a) (b) with adenomas. Carcinoma 
Fic. 2.—Specimen of rectal carcinoma removed develops quite inevitably “e 
by abdomino-perineal excision: (a) Opened-up such patients if they merely 


specimen seen from the mucosal aspect showing live long enough and often 
the annular primary carcinoma. (b) Diagram of ‘ . , 
dissected specimen; the position of the primary this occurs in three or four 


growth indicated by shading; unnvolved polypi simultaneously so 
taining metastases are shaded black. that there may be several 
separate primary carci- 

nomas. Several small satellite 

adenomas are also often found surrounding rectal carcinoma in 
individuals not suffering from familial polyposis and it is tempting to 
believe that the carcinoma may have originated in such a polypus. All 
rectal and colonic adenomatous polypi should therefore be regarded as 


pre-malignant. 
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Ulcerative colitis—In recent years it has been shown quite incontro- 
vertibly that there is a greatly increased predisposition to carcinoma of the 
large intestine in patients suffering from ulcerative colitis; many of these 
growths occur actually in the rectum. This risk of malignant degeneration 
constitutes one of the arguments for excision of the colon and rectum in 
all long-standing cases of severe colitis. 


SYMPTOMS 

Spurious diarrhea.—Quite the most characteristic symptom of rectal cancer 
is a persistent diarrhea. In the early stages this may amount to little more 
than a slight looseness of the motions which may cause no inconvenience 
and the patient may not even mention it. Later it becomes more trouble- 
some. It occurs chiefly in the morning, hence the term ‘morning diarrhcea’; 
as soon as the patient rises he experiences a call to stool, but finds that all 
he passes is a little mucus, possibly tinged with blood, and accompanied 
by much flatus, which leaves him incompletely satisfied. Then perhaps a 
few minutes or a quarter of an hour later, when he is shaving, he has 
another call with a similar result. This may be repeated four or five times 
or more in the space of an hour and a half, before a more fecal stool is 
passed. Because the motions contain mucus rather than faeces the expression 
‘spurious diarrhea’ is used to designate these symptoms. 

Constipation.—Despite their apparent diarrhoea most patients with cancer 
of the rectum are really constipated and their iliac colon is palpably loaded 
with hard faeces. Many of them find it necessary to take considerable doses 
of aperients to secure any truly fecal motions. 

Bleeding.—This is a very common symptom and occurs in nearly all cases 
at some stage. Unfortunately it is apt to be dismissed by the patient as due 
to piles. The bleeding is usually slight but may on occasions become profuse 
and alarming with passage of large clots and requiring urgent admission 
to hospital. 

Loss of weight and energy.—Some loss of weight is the rule and may 
amount to 1} to 2 stones (g to 12 kg.) or more in the long run, Similarly 
the patient finds that he has lost much of his former energy. But this all 
occurs very invidiously and for a long time he may feel and look very well. 

Pain.—Rectal carcinoma is essentially a painless condition, which is in 
some ways a pity, for patients sometimes say they thought their symptoms 
‘could not be serious because they had no actual pain’. But if the lesion 
implicates the anal skin it is painful, the pain being felt particularly on 
defecation, like that of an anal fissure. In these circumstances a swelling 
may also have been noticed at the anus. In the very late stages sciatica or 
back pain may result from involvement of the sacral plexus. With con- 
stricting annular growths there may be occasional griping abdominal pains 
and some gaseous distension of the abdomen. 


DIAGNOSIS 
This is readily established on examination, for 65 per cent. or more of all 
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rectal carcinomas are within reach of the examining finger, and practically 
all the remainder can be seen with the sigmoidoscope. If both these 
examinations are negative a barium enema will be required to exclude a 
carcinoma of the colon beyond the range of the sigmoidoscope, which may 
produce symptoms identical with those of a rectal growth. 

It cannot be emphasized too strongly that these three examinations are 
complementary in the investigation of a case of suspected carcinoma of the 
large intestine, and that a negative digital palpation alone means exactly 
nothing. For that reason I regard as unrealistic the criticisms often levelled 
at general practitioners for not having ‘passed a finger’ on their patients 
with rectal symptoms. Whatever the practitioner finds, he still has to send 
the patient to hospital—either for treatment of a detected carcinoma or for 
further investigation if his examination was negative. My fear is that he 
may forget the limited diagnostic significance of simple examination with 
the finger and allow himself to be dissuaded by it from referring the patient 
for this investigation. A keen doctor who always examines his patients most 
carefully, but overrates the value of his own rectal examination in this way, 
undoubtedly gives them poorer service than does his less conscientous col- 
league whose immediate reaction to a case with a rectal complaint is to 
dismiss it forthwith, unexamined, to the nearest rectal clinic. Whatever 
symptoms the patient may have and whatever their cause—carcinoma, 
colitis, diverticulitis or simple piles—they need hospital facilities for their 
proper elucidation and treatment. 

Earlier diagnosis.—The desirability of early diagnosis would seem obvious, 
but in practice it is only rarely achieved. More often an interval of six to 
eighteen months or longer elapses between the onset of symptoms and the 
arrival of the patient at hospital. This delay is due partly to the patient’s 
reluctance to seek advice, and occasionally, I regret to say, to a belated 
appreciation by the doctor of the sinister significance of his symptoms. 

In an endeavour to induce patients to report at an earlier stage symptoms 
suspicious of cancer—not only of the rectum but of other organs—many 
authorities have advocated so-called cancer education of the lay public. 
This is already in force in parts of the United States, and the idea has 
apparently received the blessing of our own Ministry of Health. I must 
confess I very much doubt its wisdom and value. As I see it, its effect, if 
any, will be to convert a small proportion of the population into cancero- 
phobes, and to leave the majority quite unaffected. Even if one did succeed 
in putting the propaganda across to most people, I am not convinced that 
it would influence their behaviour very much when they were unfortunate 
enough to develop cancer, for in my experience doctor patients—who are 
presumably well educated in regard to cancer—do not behave very differently 
from lay patients when they fall victims to malignant disease. They find 
the same excuses for not coming to have their symptoms promptly investi- 
gated, and there is much the same delay in initiating effective treatment. 

Moreover, I am sure that some of the hopes that have been expressed of 








530 THE PRACTITIONER 


improvement in the results of treatment of cancer, if earlier diagnosis could 
be achieved, are altogether too optimistic. Nearly all surgeons can recall 
numerous cases of carcinoma operated on within a few weeks of the onset of 
symptoms, where wide dissemination had already taken place, and it seems 
probable that some active growths are incurable almost from the outset. 
In more slowly growing lesions it is possible that earlier diagnosis might 
improve the prospects of cure somewhat, but these are already very good 
in this type of case. I strongly suspect that once diagnosable symptoms 
have been produced by a carcinoma the most important factor determining 
the outcome of treatment is the histological type and activity of the growth, 
rather than the time at which it is detected. 

Presymptomatic diagnosis.—In America recently attempts have been made 
to achieve the ideal of diagnosis of carcinoma in its very earliest stages, 
even before the onset of symptoms, by means of periodic routine examina- 
tion of apparently healthy people of cancer age. For this purpose cancer 
detection clinics have been established at the Memorial Hospital, New 
York, and other centres. Symptomless individuals over the age of, say, 45 
or 50, are encouraged to attend these clinics every six months for a complete 
physical examination including barium meal, sigmoidoscopy, barium enema 
and, what is more, to pay for it! One of the most promising forms of cancer 
for presymptomatic diagnosis has apparently been carcinoma of the large 
intestine, because of its relative accessibility, and of the possibility of 
detecting premalignant polypi which can be destroyed by sigmoidoscopic 
diathermy, preventing their development into frank carcinoma. It is still 
too early to say whether the yield in terms of carcinoma, prevented or de- 
tected at an early, very operable, stage, justifies the large organization needed 
to undertake these enormous numbers of routine examinations. No clinics 
of this kind exist in this country but in any well-run rectal clinic sig- 
moidoscopy is performed on all patients regardless of their symptoms, and 
any adenomatous polypi discovered are treated by diathermy. 


TREATMENT 
From the surgical point of view carcinoma of the rectum is one of the most 
favourable forms of malignant disease, and the results of operation for it 
are among the most gratifying in the whole field of cancer surgery. The 
operation advised in the majority of cases is an abdomino-perineal excision 
(fig. 3), in which the whole rectum and distal two-thirds of the sigmoid 
colon, together with the related lymphatics, are removed en bloc and a 
permanent colostomy established. This is a major procedure and, as many 
of the patients are elderly and frail, some operative mortality is unavoid- 
able, but in good hands this has now been reduced to between 5 and 10 
per cent. or even less. As for the late results, we know from studies of large 
representative series of cases that approximately 50 per cent. of the operation 
survivors are alive and well after five years. But good as the five-year sur- 
vival rate may be, it does not in fact give a full measure of the accomplish- 
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ments of operation. For many patients who fail to achieve lasting cure may 
still enjoy two or more years of very comfortable and useful life before the 
growth reasserts itself. In other words, excision has a high palliative value 
and this should also be taken into account in assessing the benefits of 
radical surgery. 

Operability.—One of the tragic things about so many patients with cancer 
is that by the time they come to hos- 
pital their growths are found to have 
reached an inoperable stage. This is 
particularly so with carcinoma of the 
stomach, cesophagus and bronchus. It 
used to be so with carcinoma of the 
rectum as well, the majority of the 
growths being deemed too fixed to be 
removed and treated solely by so- 
called ‘palliative’ colostomy. This 
was certainly an inept description of 
this operation, for experience has 
shown that it seldom afforded any 
real palliation, but on the contrary 
merely added the burden of a colos- 
tomy to the patient’s existing dis- 
comforts. Unfortunately, most of the 
distressing features of an advanced 
carcinoma of the rectum—the inces- 
sant discharge of mucus and blood, 
the severe sacral or sciatic pain and 
the fistulation into other organs or 
externally—are directly attributable 
to the continued presence of the 
growth in the pelvis. They can only 
be obviated by its removal, and the 
Fic. 3.—Diagram showing the amount of paramount necessity for this step in 

asus removed ip an. abdomine; treatment is now widely recognized. 
being shown by stippling. It has resulted in surgeons adopting 
a much more aggressive policy to- 
wards rectal cancer. By really determined surgery, sometimes comprising 
simultaneous resection of adherent related viscera along with the rectum, 
it has been found possible to carry out excision in many cases which would 
previously have been declared hopelessly inoperable. A most encouraging 
finding on pathological examination of the growth in these advanced cases 
is that the binding adhesions to other organs or to the parietes often con- 
tain no actual tumour but oniy inflammatory tissue. In fact some of these 
patients, who were naturally thought to have a very poor prognosis at the 
time of operation, have achieved lasting cures. 














532 THE PRACTITIONER 


Palliative excision.—A further development of this trend has been the 
free use of deliberate palliative excision of the main primary growth in 
cases known to be incurable because of the presence of hepatic or wide- 
spread lymphatic metastases. It is not uncommon for patients with one or 
two small liver secondaries to 
survive in very tolerable health 
for eighteen months or two years 
after a palliative excision, and to 
die a relatively painless death 
in the end from liver failure. 

In his pursuit of this more 
ruthless policy towards cancer 
of the rectum, the surgeon is, of 
course, greatly assisted by all 
those factors that have made 
surgery so much safer now 
than it was fifteen years ago. 
I refer to the improvements 
in general anesthesia, in blood 
transfusion methods and in the 
postoperative management of 
abdominal cases, and to the 
advent of antibiotics. The result 
is that there are few patients at 
the present day who cannot be 
made fit for an excision with a 
view to cure or palliation if this 
is considered advisable. 

Other palliative measures.— 
For the few patients who are 





, ‘ Fic. 4.—Diagram showing the amount of tissue 
unsuitable for excision because removed in an anterior (sphincter-saving) 


type of resection, the tissues excised being 


of their poor general condition shown by stippling. 


or the very advanced state 
of the growth, the treatment is essentially expectant with the free use of 
sedatives as required. Conventional radiotherapy is valueless as a rule, but 
treatment by some of the more powerful supervoltage sources now coming 
into use sometimes produces considerable amelioration of symptoms, and 
even on occasions lasting cure. It may also be temporarily valuable for 
patients who have developed recurrence after operation. For the reasons 
previously mentioned colostomy is better avoided unless the patient is suffer- 
ing from acute obstruction, which is rare with rectal carcinoma, and then 
it will have to be undertaken as an emergency measure. 

The disability of a permanent colostomy.—The excellent results obtained 
by abdomino-perineal excision are to some extent marred by the fact that 
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it inevitably inflicts on the patient a permanent colostom y. How much incon- 
venience does this entail? Naturally, when the idea of an abdominal anus 
is first broached to the patient he finds it repugnant, and sometimes it 
requires considerable feats of persuasion to induce him to proceed with 
treatment. But almost invariably, after the operation has been performed 
and he has been taught how 
to look after the colostomy, 
he is only too ready to admit 
that his fears were largely un- 
MIDDLE COLIC ARTERY founded and that the colos- 
tomy in fact gives him sur- 
prisingly little trouble. It is 






ee certainly compatible with a 
ARTERY full and active life. This 


knowledge should strengthen 
our resolve as doctors and 
surgeons never to allow a 
patient to refuse operation 
simply because of his mis- 
apprehensions regarding 
colostomy. A visit by an- 
other patient who has had 
the operation some time pre 
viously is often more con- 
vincing than any amount of 
eloquence by the surgeon. 
Sphincter-saving resections. 
—It must be admitted, none 
the less, that it would be 
; — ) pleasant to be able to offer 
Fic. s-_Diggram showing the completed anasto. an operation providing for 
anterior resection. thorough removal of the 
} growth and at the same time 
sparing the patient the necessity of having an artificial anus. During 
the last decade this type of excision with conservation of the 
| anal sphincters and lower rectum (fig. 4, 5) has been subjected to 
intensive trial in the treatment of growths of the upper rectum or 
rectosigmoid, from which, as already mentioned, lymphatic drainage 
is almost exclusively upwards. The immediate and late results of 
these resections wjth anastomosis have recently been critically surveyed both 
at the Mayo Clinic—where this operation has perhaps received its main 
impetus in recent years—and at St. Mark’s Hospital. It is quite clear from 
these analyses that for growths above the peritoneal reflection a sphincter- 
saving excision offers as good a chance of cure as does an abdomino-perineal 
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excision. This type of resection can therefore pow take its place as a legiti- 
mate, fully radical procedure for the treatment of growths of the upper 
rectum and rectosigmoid. 


THE RELATIVE USES OF DIFFERENT METHODS 
OF TREATMENT 
Some idea of the relative use made of the different methods of treatment 
of cancer of the rectum at the present time may be derived from considering 
the last 100 cases of rectal carcinoma coming under my care at the Leeds 
General Infirmary who were treated as follows :— 


Expectant treatment I 


N 


Radiotherapy 
Sphincter-saving resection 
Palliative 12 


With a view to cure 35 


47 
Abdomino-perineal excision 
Palliative 27 
With a view to cure 23 
50 
100 


It will be seen that excision was effected in 97 per cent. of the cases but 
in no less than 39 per cent. it was purely for palliation. The proportion of 
cases treated by sphincter-saving resection is a little higher than usual, 
partly because a number of patients with suitably placed growths have been 
specially referred for this type of operation. 


CONCLUSION 

My conclusions can be most succinctly expressed by saying that in treating 
any case of cancer of the rectum there are two questions the surgeon should 
always ask himself: (1) is this growth really inoperable, and (2) is a colostomy 
really necessary? From my experience I would say that in nine cases out of 
ten it should be possible to remove the growth, and in at least three or 
four of those nine the removal should be perfectly adequate with a sphincter- 
saving type of operation. 

















CARCINOMA OF THE COLON AND 
CLINICAL SENSE 


By HENRY R. THOMPSON, M.B., F.R.C.S. 
Surgeon, St. Mark’s Hospital for Diseases of the Rectum and Colon 


THE invitation to contribute an article to The Practitioner on carcinoma of the 
colon, with emphasis on some particular aspect of this subject, suggested 
the title, for, on reviewing my experience of carcinoma of the colon, I find that 
mistakes in diagnosis and management have been mostly due to relying on 
special investigations by others at the expense of clinical sense. The struggle 
against cancer involves most of us and still remains a perpetual challenge. 
Some forms of cancer are depressing in their inevitable toll of life. They are 
rare. Cancer of the colon is common and offers a better chance of ‘cure’ than 
most other common tumours. 


INTRODUCTION 

It is well to consider what is meant by a ‘common cancer’. About 10,000 
people in England and Wales die each year from carcinoma of the colon. 
In the surgical wards of any general hospital a patient with this complaint 
will be found undergoing treatment at any given time. To the general 
practitioner, with a list of 2,500 patients, the disease does not seem quite so 
common. At ten surgeries a week, with an average of 25 patients at each 
surgery, he may see one patient among the 250 whose symptoms arouse 
suspicion, but he is unlikely to have more than one or two cases a year 
finally diagnosed as carcinoma of the colon. 

In order to ‘pick up’ these one or two cases a year it is necessary to collect 
the data upon which a diagnosis depends. Such data are obtained from three 
sources: (1) the patient’s history, (2) the doctor’s clinical examination, 
(3) special investigations by others. 

There are two views on the relative importance of these three sources of 
information. One, that a firm diagnosis can be made on the history and 
clinical examination, the special investigations merely confirming the diag- 
nosis; the other—a transatlantic method of approach—is to note the 
presenting symptom, then strap the patient on to a conveyor belt and pass 
him through expert laboratory and radiological units, the diagnosis finally 
being made from the resulting sheaf of reports. The first method demands, 
and depends upon, an intellectual effort on the part of the doctor, the second 
depends on the efforts, special knowledge and reliability of others. The 
relative merits of the two methods are debatable. What is quite certain, 
however, is that the combination of a half-hearted application of each method 
is often inconclusive and frequently disastrous. 

The shortage of laboratory and radiological technicians in this country 
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makes it difficult for a doctor to ‘pass the diagnostic buck’—the responsi- 
bility is primarily his, to be shared only in a small way with others. It is the 
exercise of clinical sense supported by special investigations that will give 
earlier and more reliable results. 

Assuming the doctor has a rudimentary knowledge of intestinal anatomy, 
the only additional knowledge he 7% 
requires in order to make the 7% (o™ 


diagnosis is: (1) the position in A 7% PF 
the colon a carcinoma may de- €? NATO LOS" 
velop, (2) the forms such a carci- Z ~ j ; 
noma may adopt, and (3) the 
symptoms it produces. 

A carcinoma may develop any- 
where in the colon. In the light 
of experience, however, it is 
known that 50 per cent. of colon 
growths occur in the pelvic colon, 
15 per cent. in the cacum, the 
remaining 35 per cent. being 
equally distributed between the 
ascending colon, hepatic flexure, 
transverse colon, splenic flexure 
and descending colon, giving a 
— of about 7 per Fic. 1.—Site distribution of carcinoma of 
cent. for each, with perhaps a the ealen. 
slightly increased rate in the 
descending colon as compared with the ascending colon (fig. 1). A car- 
cinoma may adopt four forms (fig. 2) :— 

(a) An ulcer with everted edges. 

(b) A protuberant tumour, the so-called cauliflower growth. 

(c) An annular constriction, 

(d) A malignant focus developing in a pre-existing benign tumour. 

This last type may take the form of a small indurated ulcer at the centre 
or edge of a soft, benign, villous papilloma, or it may be an area of malignant 
degeneration demonstrated histologically in a pedunculated, apparently 
benign, adenoma. 





SYMPTOMATOLOGY 

Carcinoma of the colon may present in a wide variety of ways: as flatulent 
dyspepsia; with typical large bowel symptoms; as acute, subacute or chronic 
intestinal obstruction; as peritonitic ileus; as a disease of the genito-urinary 
tract with pain and frequency of micturition; as a secondary anzmia; as 
backache and sciatica; as ascites; or even as a psoas abscess. When symptoms 
are not directly referable to the bowel, a clue to diagnosis can nearly always 
be found if enough time is spent in taking an accurate history. The time- 
honoured advice of ‘Listen to the patient telling you the diagnosis’ refers 
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not only to the patient’s complaint but to the replies to the subsequent 
questions put to him by the doctor. There are three important variants 
which determine the symptoms of a patient with a carcinoma of the colon. 

(1) The position of the growth in the colon.—With a tumour at the start of 
the colon on the right side, where the bowel is wide and the intestinal 
contents are fluid, symptoms 
will differ from those of one 
on the left side, where the 
colon is relatively narrow and 
the intestinal contents are 
solid. 

(2) The physical charac- 
teristics and rate of growth of 
the tumour.—The physical 
characteristics, as previously 
described, can produce very 
varied symptoms. The con- 
stricting growth gives rise to 
constipation and colic, the 
protuberant growth to 
diarrhea and mucous dis- 
charge, the ulcerating growth 
to constipation and flatulence 
alternating with diarrhea. 

The knowledge that a benign 
tumour can degenerate into a 





(c) (d) 
Fic. 2.—The four forms of carcinoma of the colon. : : s , 
(a) Ulcer with everted edges. (b) Protuberant Carcinoma 1s of importance in 
growth. (c) Constricting growth. (d) Growth relation to the duration of a 


arising in a pre-existing benign tumour. : 
patient’s symptoms. The fact 


that one-quarter of all cases of carcinoma of the colon can be shown to have 
arisen in benign tumours underlines this etiological relationship. These 
tumours may develop slowly to reach a large size. Soft, protuberant villous 
tumours, up to six inches (15 cm.) in diameter, may be responsible for long- 
standing symptoms peculiar to themselves before malignant change 
takes place. The symptoms of a benign adenoma or papilloma may therefore 
precede those of a carcinoma so that when the latter eventually produces 
symptoms, which may be superimposed upon those of the benign tumour, 
they are overlooked until it is too late. 

Carcinoma of the colon can develop slowly over a period of years, the 
fibrous reaction round this type of tumour producing the appearance of a 
piece of string tied tightly round the bowel. It can also grow with such 
rapidity that widespread, intra-abdominal deposits develop before any 
symptoms arise from the presence of a tumour in the lumen of the bowel, 
the patient presenting as a case of ascites for diagnosis. In the former case 
the growth is of a low grade of malignancy, histologically the tumour is well 
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differentiated and it is recognizable as arising from the columnar epithelium 
of the colon. In the latter case the growth is of a high grade of malignancy, 
histologically the cells are poorly differentiated-and it is not easy to determine 
that they have arisen from colon epithelium. 

(3) The nature of the patient.—Not only does the tumour vary in position, 
physical characteristics and behaviour, but patients also vary in their 
perception, appreciation and realization that something is amiss. There is the 
stoic who drags himself up to the surgery only when he is subacutely 
obstructed, full of apologies for troubling the doctor, but subsequently 
admitting to months of discomfort ‘that surely did not deserve a doctor’s 
attention’. There is the patient who immediately reports to the doctor every 
loose stool, every day the bowels are not open, and every belch of wind. 
Like Esop’s boy who cried ‘wolf’, should the disease develop, he gets into 
trouble from a delayed or missed diagnosis because reporting of the early 
symptoms is regarded as ‘just one of his usual visits’. 


LARGE BOWE!, SYMPTOMS 
Symptoms of carcinoma of the colon may be produced by the presence of 
the growth in the lumen of the bowel, by involvement or pressure of the 
growth on surrounding structures, or by the general effect of the growth 
on the patient. 

Flatulence —The initial effect of a small ulcer on the colon is to produce 
an area of local spasm which gives rise to flatulence. Flatulence itself is a 
symptom common to many diseases but, if a patient over 45 complains of a 
flatulence which he has never experienced before, then the diagnosis of an early 
colonic carcinoma should come to mind. 

Alteration in bowel habit.—The characteristic story in the first instance 
is one of increasing difficulty in getting the bowels open. The constipation 
then alternates with attacks of diarrhoea which at first may only occur after 
taking aperients but which later arise spontaneously. Occasionally, diarrhoea 
itself may be the only symptom, especially with the smaller tumours arising 
in pedunculated adenomas. Again, the keynote to these symptoms is the 
fact that the bowels have previously been regular. 

Bleeding.—Bleeding occurs from ulcerated surfaces. An ulcerating car- 
cinoma of the colon may give rise to repeated attacks of slight bleeding, 
which the patient attributes to piles; or the bleeding may take the form of a 
large, solitary hemorrhage. Much information can be obtained by analysing 
the bleeding, its colour and the way it occurred: e.g. a line of blood droplets 
on the front of the lavatory pan suggests the spurt from a hemorrhoid. 
Dark red blood smearing or mingled with a stool suggests a source from 
higher up the bowel. Manifest bleeding is more common from tumours of the 
left side of the colon (35 per cent. of cases) than the right (10 per cent. of 
cases). Whatever the history suggests, however, and whatever age the 
patient may be, a doctor must be absolutely certain that a carcinoma of the 
colon has been excluded as a cause of the bleeding. 
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The passage of blood per rectum is still invariably attributed to ‘piles’ or 
‘colitis’, just as hematuria was formerly referred to as a ‘chill in the kidney’. 
Although the public has been educated up to the fact that hematuria is a 
symptom not to be ignored, with the result that 70 per cent. of patients now 
report it within one month, only 45 per cent. of patients report the occurrence 
of rectal bleeding within the same period of time. There is still a need to 
advise the public that bleeding from the intestinal tract demands a complete 
investigation until the source of the hemorrhage has been identified. 

Abdominal pain.—Most types of pain can be produced by a carcinoma of 
the colon. The early, fleeting spasms of pain associated with flatulence are 
due to sudden contracture of the intestinal muscle adjacent to the tumour. 
A dull ache may result from involvement of overlying and surrounding 
peritoneum, either by the tumour itself or its scarring effects, the site ot the 
pain being determined by the position of the tumour. If the tumour is in the 
left colon the patient may state that the pain in the left iliac fossa often 
spreads across the lower abdomen and is relieved by, or conversely comes on 
after, defecation. Paradoxically, a left colon tumour can give rise to pain 
in the right iliac fossa. This is produced by the back pressure of early 
obstruction distending the cecum, and a not uncommon diagnosis for 
carcinoma of the pelvic colon is recurrent or subacute appendicitis. 

Colic is at first intermittent, with free periods for many weeks, and the 
patient invariably attributes this to an indiscretion of diet, as he does also, 
not unnaturally, for the initial attacks of diarrhoea. Very often his explanation 
is quite inadequate, the accused diet never having upset him before and none 
of the others who shared the meal being similarly affected. Beware of the 
patient with a ready but unconvincing explanation of his symptoms. If the 
attacks of colic are becoming more frequent and severe, the time for in- 
vestigation is overdue. Finally the colic develops into that of acute obstruc- 
tion with attacks every few minutes; in growths of the transverse and right 
colon especially the attacks are associated with audible borborygmi—as 
one patient so graphically stated: ‘like water running out of the 
bath’, 

A sudden, sharp stab of pain may herald the perforation of a growth. 
This may remain localized if the perforation is sealed off, or may diffuse over 
the abdomen as the peritonitis spreads. 

Distension.—Distension of the bowel may lead to complaints of 
a blown-out, uncomfortable feeling, often after meals, the patient having to 
lie down and loosen his clothing. 

Borborygmi.—Borborygmi, or audible contractions of the bowel, are of 
diagnostic significance, but only if the patient has previously been free from 
this complaint. There are, of course, many people with an apparently 
normal intestine who are lifelong sufferers from ‘rumbling tummies’. 

Mucous discharge.-—Mucous discharge is an uncommon symptom. It is a 
feature of mucus-secreting carcinomas and especially of benign villous 
tumours and quite often these cases are labelled as ‘mucous colitis’. 
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GENERAL EFFECT UPON THE PATIENT 
Loss of weight.—In the course of time, from loss of appetite and the specific 
effect of the growth, the patient will begin to lose weight. This he may not 
notice immediately and only an inquiry into the fit of his clothes may elicit 
the fact that they are hanging loosely. It is of the utmost importance, 
however, to take a record of the weight of a patient with suspicious bowel 
symptoms as part of the examination at his first visit. 

Anamia.—Anzmia is a characteristic feature of tumours of the caecum 
and ascending colon. There is rarely any external bleeding to account for the 
anemia produced by tumours of the right colon. The reasons for this are 
quite simple: by the time the blood has passed from the cecum to the 
rectum it has become altered and unrecognizable and, because of the width 
of the right colon and the fluid contents of the bowel, the growth has a chance 
to grow much larger before it gives rise to other symptoms. The patient 
comes up complaining of tiredness, exhaustion, breathlessness and swelling 
of the legs. Any unexplained hypochromic anemia which does not respond 
immediately to iron therapy should be suspected of being due to a carcinoma 
of the right colon. Fortunately, the cecum and the right colon are relatively 
superficial viscera and in three-quarters of the cases of carcinoma of the 
cecum and ascending colon a tumour is palpable if sought for assiduously. 


EFFECT ON SURROUNDING STRUCTURES 
Urinary symptoms.—Carcinoma of the left colon may become adherent to 
the bladder and give rise by pericolic infection to attacks ressembling 
intermittent ‘pyelitis’. At a later stage a vesico-colic abscess may form and 
burst into the bladder, giving rise to hematuria, pain, frequency and 
pneumaturia. I have seen a case of carcinoma of the colon which presented 
as hematuria and was treated as a primary tumour of the bladder by per- 
urethral diathermy fulguration before the correct diagnosis was established. 

Backache and sciatica.—Carcinoma of the pelvic colon, lying in the 
pouch of Douglas and becoming adherent to the walls of the pelvis, may 
present as backache and find its way into a gynecological department; 
indeed not infrequently an operation is performed for a supposed gynzco- 
logical tumour. Carcinoma of the ascending and descending colon can 
become adherent to the respective psoas muscles, and cases have been 
reported in which abscesses have formed in the psoas sheath tracking down 
under the inguinal ligament to ‘point’ in the groin, the case presenting as 
spinal disease with psoas abscess. 

This discussion of symptoms outlines the varied ways in which a colon 
tumour may present. It points out that the severity of the secondary 
symptoms (for which the patient seeks relief) may mask the primary symp- 
toms of colon disease which are, however, almost invariably present and, al- 
though these primary symptoms may have been missed at the initial history, 
they may often be elicited in retrospect. It is remarkable, however, that the 
lumen of even the left colon, where the intestinal contents are solid, can 
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narrow down to the diameter of a lead pencil (0.7 cm.) before symptoms are 
noticed by even observant, intelligent patients, and the case may present as a 
subacute or acute intestinal obstruction with no previous history whatsoever. 


EXAMINATION AND INVESTIGATION OF THE PATIENT 
It is not only important that the correct examination and investigations are 
made but that they should be made in the correct sequence. 

General examination of the patient.—It hardly seems necessary to state that 
this should include the taking of the temperature, examination of the urine 
and recording of the patient’s weight. Pallor of the conjunctive is clinical 
evidence of anemia. A furred tongue suggests fecal retention. A lax, loose 
skin is evidence of loss of weight. On examination of the abdomen, localized 
areas of tenderness and rigidity may be a clue to the underlying disease. 
Carcinomas of the cecum, ascending colon, descending and upper pelvic 
colon are often palpable (sometimes felt by the patients themselves) as 
localized tumours. The lumps may be mobile or fixed and are invariably 
tender. Localized abscesses in one or other iliac fossa may form round the 
growth. Sometimes the only abdominal sign is a hyper-resonant percussion 
note over a cecum and ascending colon distended with gas. In slowly 
obstructing tumours of the pelvic loop, solid faecal material collects proximal 
to the obstruction. The left colon is then easily palpable and if the rectum is 
empty this fecal retention is of diagnostic significance. The mistake of con- 
fusing a fecal lump with the tumour can be avoided by testing for pitting. 

On examining the abdomen therefore the doctor must note areas of tender- 
ness and rigidity, determine distension of the intestine and palpate the 
length of the colon for a lump. 

Rectal and pelvic examination.—Although this examination rightly belongs 
to the general examination of the patient, it has been separated here for the 
purpose of emphasis. In thin, elderly patients the average-length finger can 
reach up at least into the rectosigmoid region of the bowel at the sacral 
promontory. Colon growths themselves, however, are rarely palpable per 
rectum unless they are intussuscepting. The intussusception of a colon 
growth is often intermittent before it finally becomes irreducible, and this 
may lead to the puzzling fact that something may be felt per rectum at one 
examination and not at the next. At the time of the rectal examination it is a 
simple matter to pass the left hand over the abdomen and make a bimanual 
examination of the pelvis and in many instances this is the only way that a 
carcinoma of the lower pelvic colon can be identified clinically. This simple 
but valuable extension of the rectal examination is often omitted. 

The history and examination of the patient so far can be completed by any 
clinician with the modest equipment of a pen, thermometer, scales and a 
finger cot. If carefully performed, it may have strongly suggested the 
diagnosis of carcinoma of the colon and it is at this stage that the scheme for 
investigation commonly gets out of step. The suspicion of colon disease 
usually results in the patient being packed off for a barium enema. Only 
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too often the results of this investigation are negative or inconclusive, the 
suspicions of the doctor are allayed, and patients, whose faith in the infalli- 
bility of an x-ray examination is notorious, are surprised and dismayed, after 
such reassurance, when they finally develop an intestinal obstruction, if 
indeed the barium enema itself does not precipitate this complication. 

Blood count and occult blood test—A blood count may confirm the 
presence of secondary anzmia and is not only useful as a confirmation of a 
clinical observation but may be required for comparison at a later date. 
An occult blood test, when properly and carefully carried out, is evidence of 
bleeding from the intestinal tract. 

Sigmoidoscopy.—This should always be done before the barium enema 
for the following reasons :— 

(a) The most difficult area for a radiologist to assess is the lower part of the pelvic 
colon and this part of the colon can be visualized at sigmoidoscopy. It is therefore a 
help to the radiologist to receive the information before doing a barium enema that 
a full sigmoidoscopy has been successfully performed and that part of the bowel is 
free from disease. 

(b) As the majority of colon growths occur in this region, they may be diagnosed 
with the sigmoidoscope, and the barium enema becomes a redundant examination. 

(c) If the barium enema is performed before the sigmoidoscopy some time may 
elapse before the barium (which may obscure the sigmoidoscopic view) is finally 
evacuated. 

It is a mistake to prepare the bowel for sigmoidoscopy. By so doing, 
valuable shreds of evidence, such as flecks of altered blood, may be washed 
away. If, owing to the fecal content of the bowel, it is impossible to do a 
sigmoidoscopy the situation may be transformed by the use of glycerin 
suppositories or the very effective 4-ounce (110 ml.) enema of sodium 
biphosphate. 

At sigmoidoscopy the tumour itself may be seen. Small adenomas, 
altered blood and the presence of excess mucus are suspicious of a growth 
higher up. A sigmoidoscopy is not a comfortable examination and may 
become painful in apprehensive subjects, in women with fibroids, or when 
the curves of the colon do not ‘fall right’. In these circumstances it is far 
better to repeat the examination under anesthesia than to be contented with 
a half-hearted, incomplete examination. 

Radiological examination of the colon—Although a high percentage of 
success is obtained in detecting carcinoma of the colon by barium enema, it 
is surprising how easily quite extensive growths may be missed even after 
repeated examinations. The classical appearance is that of a filling defect of 
the bowel, but the only positive feature may be a slight persistent spasm of 
the bowel at one spot. In these circumstances, the radiologist may ask for a 
repeat examination. 

Assuming that so far all the investigations have been negative yet the 
suspicion of carcinoma of the colon remains, there are three other steps that 
may be taken to prove or disprove the diagnosis. 

Examination under anasthesia.—A pelvic examination under anesthesia 
often produces positive evidence, especially in obese patients in whom a 
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clinical examination has been difficult. With organization and the comforts 
of modern anzsthesia, it may be done with little inconvenience to the patient 
and without the need for staying even one night in hospital. 

Exploratory laparotomy.—Again, with all the investigations negative and 
if clinical sense suggests carcinoma of the colon as a probable diagnosis, the 
question of laparotomy should be discussed with the patient. The facts can 
be simply put before him and explained and on many occasions an early 
diagnosis has been made at laparotomy which otherwise might have been 
disastrously delayed. Granted that sometimes an unnecessary operation is 
performed but this is more than compensated for by the surgeon being able 
on occasions to treat a colon cancer at an early rather than a late stage. 

Therapeutic trial.—As an alternative to exploratory laparotomy, when the 
convictions of disease are not so strong, a period of clinical observation may 
be embarked on. A careful record of the patient’s symptoms having been 
made, the weight recorded and the blood count estimated, the patient may 
be given a suitable diet, prescribed intestinal antispasmodics and, if anzmic, 
iron therapy. If the symptoms disappear or improve, if the weight does not 
fall, and if the hemoglobin estimation goes up, it is probable that the patient 
has not a growth of the colon. If, however, the symptoms persist or get 
worse, and if the weight and hemoglobin fall, then the case should be re- 
investigated or the question of exploratory laparotomy strongly pressed. 

Exfoliative cytology.—The recovery of small tumour fragments broken 
off from the main growth and lying loose in the lumen of the bowel has for 
long been considered as a method for diagnosing tumours of the intestinal 
tract, especially in the very early stages when they may be overlooked by, or 
inaccessible to, standard methods. A degree of success has been achieved 
with the diagnosis of carcinoma of the stomach and the colon. It demands, 
however, a specialist technician to collect and prepare the slides, a cyto- 
logist who has spent a considerable time in the practice of examining such 
material to interpret it, and it is just as fallible as other special investigations. 

Before discussing the question of differential diagnosis it is well to em- 
phasize that there are two regions in the colon where carcinoma is often 
missed: at the hepatic flexure where a tumour is obscured by the right 
costal margin and the liver, and at the splenic flexure where it is similarly 
obscured by the left costal margin and the spleen. In both these regions the 
colon lies deeply against the posterior abdominal wall and is extremely 
difficult to palpate. Because the intestinal contents are fluid it is unusual for 
patients to have many symptoms until the onset of intestinal obstruction 
and in many cases the obstruction has become advanced with stercoral 
ulceration of the proximal bowel before the lesion is recognised. 

One of the forcible sayings of that great surgical teacher, Russell Howard, 
which, from repetition, must surely be remembered by all his students— 
“There are more mistakes made in diagnosis for want of a thorough examina- 
tion than from any other cause’—holds as good today as it did some fifty 
years ago. A thorough examination refers not only to the initial clinical 
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examination but to the order in which subsequent examinations and 
investigations should be conducted. Moreover, the clinician’s responsibility 
does not finish after the initial examination. Clinical signs of disease must 
be sought for again and again. 


DIFFERENTIAL DIAGNOSIS 

The difficulty of diagnosing carcinoma of the colon can be emphasized by 
admitting that even in special clinics for colon disease where the condition 
is constantly in mind, the diagnosis is delayed or missed in one or two cases 
each year. The enormous increase in out-patient attendances since “The 
Appointed Day’ and the necessary sharing of work by consultants with their 
clinical assistants sometimes result in a lack of continuity of clinical method 
and provide a loop-hole through which the diagnosis may slip. Here the 
general practitioner can save the situation by having the clinical sense to 
appreciate that all is not well, that special clinics are by no means infallible 
and by referring his patient back, in spite of a ‘negative’ letter. 

By a stretch of the imagination, an enormous list of differential diagnoses 
can be drawn up. Here reference will be made to only a few particular points. 

Hemorrhoids.—As mentioned before, bleeding from the rectum is 
invariably attributed to piles by both doctor and patient. Piles, however, are 
a common complaint and even with the clinical evidence of the presence of 
piles as a probable source of the bleeding, a full sigmoidoscopic examination 
should be carried out. Further, long-standing piles may be aggravated by 
the alteration in bowel habit (constipation and diarrhaea) due to carcinoma 
of the colon, the patient presenting with prolapsed, thrombosed or strangu- 
lated piles; this postpones a sigmoidoscopic examination which, unless 
remembered and insisted on when the acute complication has subsided, may 
result in a missed or delayed diagnosis. 

The great mimic of carcinoma of the left colon is diverticulosis and its 
complications. This mimicry is so exact that at laparotomy a surgeon may 
consider he has removed a malignant growth, only to be told subsequently 
by the pathologist that he has removed a localized diverticular tumour. 
The initial symptoms of the conditions are identical, as are also the later 
symptoms and complications. Diverticulosis, however, has as a rule a longer 
history. Localized and diffuse inflammatory complications occur in each 
condition with perplexing similarity and, to cap the confusion, diverti- 
culitis and carcinoma can co-exist. 

Appendicitis is to carcinoma of the right colon as diverticulosis and its 
complications are to carcinoma of the left colon. The differential diagnosis 
of an appendix abscess from carcinoma of the right colon may remain 
clinically undetermined in spite of leucocyte counts and_ radiological 
examinations. Moreover, carcinoma of the caecum and appendicitis may also 
co-exist. Here the growth may spread over and obstruct the appendicular 
opening in the cecum, causing first a mucocele of the appendix and later 
an obstructive appendicitis with abscess formation. 
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‘Colitis’ has similar symptoms and unfortunately many cases are labelled 
as such after a shamefully inadequate investigation, denoting a complete 
absence of clinical sense. Severe ulcerative colitis of more than ten years’ 
standing, however, predisposes to malignant change in the large bowel, and 
even when his 
patient is safely re- 
corded as ulcerative 
colitis a practitioner 
must bear this pos- 
sibility in mind. 

‘Mucous colitis’ 
has already been 
discussed in rela- 
tion to mucous- 
secreting tumours 
and the etiological 
significance of 
malignant de- 
generation of ade- 
nomas and papil- 
lomas. 


TREATMENT 
Today the treat- 
ment of carcinoma 
of the colon is by 
surgical removal. 
Over the years, sur- 
Fic. 3.—Carcinoma of the colon with gland chart. Tumour gery of the colon 

removed three years after being considered inoperable. has graduated from 

Patient alive and well five years later. drainage operations 
to relieve obstruction, limited resections to remove the growth and restore 
continuity of the bowel (the Paul-Bloch-Mikulicz type of operation) to the 
present when there is a series of standard operations which, based on the 
knowledge of the spread of the tumour, are designed to remove the primary 
growth and the maximum area of tissue-spread within anatomical 
limits. 

Operability.—It is nearly always of benefit to the patient to remove the 
primary tumour in spite of metastases, and the operability rate for car- 
cinoma of the colon should be over go per cent. although in a quarter of these 
cases the operation may only be of a palliative nature. 

In the past, massive fixed growths and the presence of secondary deposits 
in the liver have been invariably regarded as contraindications to radical 
surgery. A general practitioner is often asked ‘Can’t anything else be done? 
Is there anyone else to be consulted?’ by a patient whose growth has been 
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judged inoperable for either of these reasons, and the present-day attitude 
to these situations is now outlined. 

Fixity and massive size of growth.—(1) No carcinoma of the colon should be 
refused the chance of surgery on the grounds of fixity assessed by clinical 
means alone. (2) At laparotomy, no growth should be judged as irremovable 
until a trial resection has been attempted. (3) If a trial dissection at laparo- 
tomy should fail, a colostomy should be performed and at a second laparo- 
tomy in six months’ time the operability of the growth should be reassessed. 
At this ‘second look’ a large number of previously fixed growths are now 
found to be surprisingly mobile and easily removable. The transformation is 
due to resolution of the inflammatory factor so often present with large, low- 
grade growths. The following is an example :— 

Mrs. G. M., aged 64, had a colostomy performed in 1949 for an inoperable tumour 
of the large bowel. Three years later, the case was reassessed and considered to be 
operable. Resection of tumour (fig. 3) and panhysterectomy with restoration of 
continuity of the bowel were carried out. Five years later, the patient is still alive 
and well. 

Liver secondaries.—In the past, the discovery of liver secondaries usually 
brought surgical endeavour to an abrupt full stop. Nowadays, it is possible 
to resect the left lobe of the liver, or, indeed, the right lobe, or resect local 
areas of liver containing metastases. The general practitioner wants to know: 
‘Is this extension of surgical endeavour worthwhile?’ The answer lies in the 
fact that some growths of the colon are of a low grade of malignancy and their 
metastases develop slowly. Hepatic metastases have been known to become 
clinically manifest five years after removal of the primary tumour and 
necropsies performed on patients ten years after their operation have 
shown secondary deposits in the liver of which the patient was unaware 
and which were not the cause of death. The following is an example :— 

Mrs. D. H. had a resection of the pelvic colon in November 1950. In May 1955 
(4$ years later) clinical signs and symptoms of hepatic secondaries developed. 
X-rays of the chest show ed two small secondary deposits in the left lung. She was 
treated by removal of the left lobe of the liver, containing two secondary deposits, 
and the removal of a solitary secondary from the right liver lobe, and in July 1955 
a left pneumonectomy was performed. The patient was 35 when her primary 
tumour was removed and had four young children. She is alive and well today, 
looking after her family, seven years after removal of the primary tumour and two 
years after hepatic lobectomy and pneumonectomy. 

If at operation a large solitary secondary of the liver is identified, surgical 
removal should be considered three months after the primary operation. 

_ Mrs. D. had a resection of carcinoma of the rectum with restoration of con- 
tinuity of the bowel when she was six months pregnant. Three months later, she 
had Cesarean section at term, and the secondary deposit was noted to be the same 
size but no further deposits had developed. Three months after the Cwsarean 
section, excision was carried out of a solitary secondary from the right liver lobe. 
The patient is alive and well 18 months later. 

Miss G. 5. had a resection of carcinoma of the colon in 1955. Three months 
later she underwent excision of the left lobe of the liver, containing a large solitary 
secondary (fig. 4). Eighteen months later she is alive and well. 


If a growth of low grade of malignancy is complicated by a solitary liver 
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secondary, or secondary hepatic deposits become manifest a considerable 
time after removal of the primary growth, the general practitioner need not 
necessarily think that all is lost. The answer to the question ‘Can anything 
else be done?’ may indeed be ‘Yes’ and a second opinion should be advised 


Fic. 4.—(a) Patient twenty-one months after re- 
section of pelvic colon, and eighteen months 
after hepatectomy for metastasis. (b) Large 
solitary secondary metastasis in left lobe of liver 
removed three months after resection of primary 
(a) growth. 


at a special hospital or unit for diseases of the colon. Carcinoma of the colon 
is, of course, a problem of general surgery. Special hospitals and units, 
however, exist to investigate the cause of disease, to assess the results of 
treatment and to deal with the difficult case. The difficult case may entail a 
resection of the colon growth together with a panhysterectomy, partial or 
complete removal of the bladder, removal of loops of small intestine or a 
resection and grafting of the iliac vessels. Modern surgery has made this 
possible. 


ONE OR MORE STAGES? 
A general practitioner may be asked by the patient how long he will be 
away from his home and work. According to whether the case is advanced or 
complicated by intestinal obstruction, the operation may be done in one, 
two or three stages and the reasons for staging operations on the colon should 
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be well understood. For an uncomplicated case of carcinoma of the colon, 
the average stay in hospital will be three weeks, five days of which are spent 
preparing the bowel and assessing the general health of the patient. In 
favourable circumstances the patient should be ready to leave hospital two 
weeks after the operation with a healed wound. He will, however, require at 
least three weeks’ convalescence. 

Sometimes, when the growth is advanced or fixed, and always in the 
presence of intestinal obstruction, removal of the colon should be done in 
stages. There are many ways in which the operation may be staged but the 
commonest is a three-stage operation consisting of stage I—proximal 
colostomy, stage II—resection of the growth, stage III—colostomy closure. 
The advantages of staging the operation are that in between the first and 
second stage, the patient can recover from intestinal obstruction, the growth 
and length of bowel to be resected can be washed out and made sterile, and 
in between stages two and three what is sometimes a difficult anastomosis has 
a chance to heal without the risk and irritation of faecal material passing over 
it. The interval between the first and second stage need only be a week and 
between the second and third stage, two weeks, and the patient will have to 
remain in hospital for a total period of six to eight weeks. In very ill or 
difficult cases the interval between the stages may have to be increased. 

Not unnaturally, the patient always prefers his treatment to be accom- 
plished in one operation and great pressure may be brought to bear on both 
practitioner and surgeon to perform the operation in one stage where a three- 
stage operation is indicated. The surgeon may be further tempted by power- 
ful, quick-acting, modern antibiotics to lose his clinical sense and judgment. 
It cannot be too strongly emphasized that when a segment of bowel is dis- 
tended and inflamed the mesentery is taken up, shortened, ceedematous and 
inflamed and the extent of the resection becomes limited, whereas if the 
bowel is collapsed and there are no secondary changes in its mesentery the 
tissues to be removed are plastic and easy to handle. 

Old age is also often put forward as a reason for avoiding a staged 
operation. This is a great mistake. Old people are far more likely to recover 
from a deliberate three-stage operation than from the hazards of a one-stage 
operation complicated by ileus and sepsis. 


PROGNOSIS 
In cases of carcinoma of the colon in which the surgeon had reason to hope 
that all malignant tissue had been removed, 50 per cent. are still alive and 
well five years later. This figure can be further improved if clinical sense is 
exercised in diagnosis, investigation and treatment. 
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Tue cause of ulcerative colitis is unknown. No factor has been isolated 
which is essential to the production of attacks, maintenance of established 
disease or appearance of remissions. Infection, infestation, allergy, nutri- 
tional defect, pregnancy, abuse of purgatives, constipation, psychological 
disturbance and ‘stress’ have in turn been propounded as etiological or at 
least contributory agents. No doubt each plays its part in the individual 
patient. It is almost as though the colonic mucosa were in some way un- 
stable, waiting for a ‘detonator’ to initiate its dissolution. 


ETIOLOGY 
Whatever its cause, in an impressive proportion of cases the psychological 
background is such as to demand attention. The concept that psychogenic 
factors play an active part in the cause of ulcerative colitis was originated 
by Murray in 1930. Others who have since tried to repeat his work have 
all confirmed his fundamental observation. 

We have long been convinced that ulcerative colitis appears in unusual 
personalities and there is often a background of emotional disquiet very 
shortly before the onset of the initial attack or subsequent relapses. This 
subject has recently been fully reviewed by Groen and Van der Valk (1956). 
Briefly it might be said that, although there is no clear-cut personality 
pattern, a large number of these patients possess many characteristics in 
common such as hypersensitivity, emotional immaturity and dependence, 
combined perhaps with qualities of extreme conscientiousness. It seems 
that some peculiarities produce a predisposing personality which is more 
than ordinarily vulnerable to interpersonal mental stress, and unequipped 
to defend itself either by words or actions. The emotional upset is often 
the result of a blow to self-esteem administered by someone on whom an 
especial dependence has been placed. The slight would be trivial to most 
people but these patients, outwardly untouched, will have suffered a deep 
inward injury. They do not respond to straightforward interrogation, 
refusing to admit the situation or its importance, especially if other people 
are present, but given a sense of confidence and protection and the oppor- 
tunity to talk in private, the real picture is disclosed. 
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This illustration is not representative solely of ulcerative colitis, and 
peculiarities of personality cannot be described as the only cause of the 
disease. When treating the disease, however, a foolish disregard of these 
factors may lead to an almost inevitable failure. Although the mechanism 
remains obscure, the recognition of the psychogenic factors in the etiology 
is most important for successful treatment. 

The inflammatory change starts in the base of the crypts of the large 
intestine (Lumb and Protheroe, 1955; Lumb, 1956), almost always in the 
most distal part of the colon. Here it may remain localized or it may spread 
proximally, only to be arrested at any time; or again it may spread to involve 
the whole bowel either step-by-step or in a single swoop. Destruction may 
cease after a long or short period and be followed by repair, sometimes only 
to be succeeded by renewed episodes of mucosal breakdown. 

The inflammation usually remains superficial, involving only the mucosa 
and submucosa, but it may occasionally invade the whole thickness of the 
wall of the gut. The unknown cause of this process operates at unfore- 
seeable intervals with variable intensity and speed, and ceases to do damage 
with arrest of the disease process in an equally unpredictable way. 


PLANNING TREATMENT 

Bereft as we are of specific therapy, knowledge of the natural history of 
the disease is essential to the successful management of the individual case. 
Rarely, the disease may run a fulminant course, with either gradual or ex- 
plosive onset, followed by the early appearance of high fever, prostration, 
hourly passage of blood and pus instead of faces (very rarely, with dis- 
astrous hemorrhage), speedy deterioration and death from exhaustion in a 
few short weeks. The ordinary acute case has a less devastating rate and is 
more common. More often we see the picture of remorseless chronic disease 
with frequent exacerbations and incomplete intervening recovery-periods, 
with death, as it were, from attrition after one or two years of demoralizing 
and relentless deterioration. 

This very severe group must be recognized early. As soon as it is clear 
that efficient medical management is not arresting the downhill progress, 
surgical intervention should be undertaken without delay. Unwise per- 
sistence in medical measures results only in subsequent surgical disaster. 
Fortunately, these patients are in the minority, although a milder case can 
without warning assume the most serious proportions. Much more often we 
see the disease in its chronic form characterized by remissions and relapses 
of irregular severity and duration. In a few this cycle may be seasonal and 
can be forecast. In most, such changes for better or for worse appear with- 
out warning; neither can future events be forecast from past behaviour of 
a patient’s disease. It is in this chronic relapsing group that it is most difficult 
to decide when and for whom operation is indicated. Some such cases have 
long symptom-free periods, and relapses are mild without constitutional 
disturbance and of brief duration. 
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When planning treatment it is important to know that the severity of 
this disease depends upon the anatomical extent of affected colon. In a 
recent analysis (Cullinan and MacDougall, 1957) we subdivided the patients 
into the following categories :— 

Group A.—Patients with evidence of involvement of the whole colon, sometimes 
affecting the terminal ileum. 

Group B.—Those with x-ray or other evidence of disease of part of the colon 


only, continuous distally to the rectum. 
Group C.—X-ray-negative cases with sigmoidoscopic proof of the disease. 


In this classification we have omitted those with right-sided colitis, or seg- 
mental disease with normal zones on either side of the affected region, 
primarily because of their small number (2 per cent. of the whole series). 

Little would be gained by repeating the arguments we have previously 
published, but we would emphasize the high mortality of the ‘A’ group 























; Amount of colon | Number of Dead of colitis | Well or with trivial 
: affected cases (medical and symptoms since 
| surgical) medical treatment 
‘ per cent. per cent. 
: Whole (group A) 133 15 19 

Distal (group B) 145 5.5 | 54 

X-ray negative (group C) | 68 Nil 72 











TaBLe I.—Mortality and subsequent course of ulcerative colitis after medical treatment, 
related to extent of disease. 


and its low ‘cure’ rate on medical management as compared with category 
‘C’, the ‘B’ cases occupying an intermediate position. Table I summarizes 
the follow-up results at the Gordon Hospital, in the eight years from the 
middle of 1947 to the middle of 1955. It will be seen that the mortality, 
including patients who have been operated on during this eight-year period, 
is 15 per cent. in group A, 5.5 per cent. in group B, and none in group C. 

The extent of an inflammatory lesion does not of itself decide the 
seriousness of disease. Intensity and severity of the pathological process are 
important too. Severe toxemia, emaciation and exhaustion are end-results 
whose appearance should be anticipated by timely surgery if it can be fore- 
cast early that conservative treatment will not halt the disease. Fever, 
tachycardia and a high sedimentation rate are present in mild as well as 
severe disease and are not of value in such a forecast. Leucocytosis is often 
observed in mild cases, whilst it is occasionally absent in the most severe. 
Anemia, a constant feature of the severe form of the disease, may be present 
in milder cases too. But our records show that when anzmia and leuco- 
cytosis (10,000 per c.mm. or more) were present together or in combination 
with one or more ‘systemic’ complications, which will be defined later, a 
remarkably high mortality was the result. In a recent analysis such a com- 
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bination was present in 81 x-ray-positive patients, one-quarter of whom 
were dead. The residue of 351 x-ray-positive cases, without such multiple 
signs of toxzemia, had a death-rate of only 2.8 per cent. over the same period. 

We put forward these observations on anatomical extent of disease and 
multiple signs of systemic toxemia, not because they should be adopted as 
rules of thumb—the individual patient and not a set of tables is the prob- 
lem—but, like the navigator, we find a set of tables of value in helping to 
decide position, course and speed. 


SURGICAL TREATMENT 

It is widely accepted that removal of the diseased colon is an essential step 
in the surgical management of the disease. The ‘defunctioning’ or diver- 
sionary ileostomy, whose purpose was to rest the inflamed bowel, has never 
had more than limited success. The retention of the mass of diseased tissue 
resulted in a high postoperative mortality (Goligher, 1956), slow recovery, 
persistent and disabling rectal discharge of blood and pus, with continued 
toxemia and anzmia. 

Reluctance to embark on surgery is natural in a disease so subject to 
spontaneous remission. This was even more understandable in days when 
pre- and post-operative electrolyte and fluid management were more 
mysterious than they are now, and surgical technique in the construction 
of the ileac stoma fell far short of perfection. 

Today, modern anzsthetic techniques and better knowledge of salt-and- 
water metabolism combine with improved surgical methods to make colec- 
tomy much safer. The proper understanding of the construction of the 
stoma, together with the invention of the adhesive ileostomy bag, has gone 
a long way towards the provision of a clean, efficient, and inconspicuous 
prosthesis. In large towns, Ileostomy Clubs are being formed, so that 
patients may benefit from the experience of others when difficulties arise. 
It is clear that today colectomy with ileostomy has for some been a blessed 
liberation from the shackles of their disease. 

Whether the colon is removed at the time of ileostomy or later is a 
matter for the surgeon to decide according to the condition of the patient. 
As a rule the rectal stump is removed at a later operation, but there is a 
growing tendency (Brooke, 1954; Goligher, 1956) to perform this at the 
same time as colectomy. 

Rectal excision at the time of colectomy commits the patient irrevocably 
to an ileostomy, perhaps immeasurably improved in health and happiness, 
but nevertheless retaining a lifelong handicap. The contemplation of such 
a permanent disability makes the physician hesitate to recommend surgery 
in borderline cases, when perhaps in his inmost heart he feels that operation 
is the proper course. If this were a disease confined to the elderly to whom 
physical perfection is less important than it is to the young, the difficulties 
would be less serious. But it can be little short of tragedy for a young 
woman to be in this dilemma. For this reason preservation of the distal 
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part of the rectum with anastomosis of the terminal ileum thereto is being 
given extended trial. 

Aylett (1957) reports a series of such operations carried out since 1951 
on 47 patients. There were two deaths in the series. Looseness of the bowels 
with four to six actions in the twenty-four hours was usual after operation, 
but this was no great handicap. Thirty-one are now leading a normal life, 
whilst a further six have minor restriction of activity. Five have not yet 
completed treatment. It is too early to say whether these operations will be 
permanently successful, but the results are encouraging. It is necessary to 
leave diseased bowel in situ in most cases (unless the operation is reserved 
for patients with a healthy rectum, which was not the case in Aylett’s 
group), but after colectomy the rectal inflammation has apparently subsided 
in many. Finally, if the operation proves unsuccessful in some patients, 
ileostomy should still be possible in these in the sure knowledge that there 
is no alternative. In the patients quoted this necessity has not yet arisen. 


SELECTION OF CASES FOR SURGERY 
It is probably true that no patient with ulcerative colitis has ever been 
proposed for surgical treatment without a preliminary trial, however brief, 
of medical measures. Therefore, consciously or uncorsciously, the chief 
indication for surgery has been ‘failed medical treatment’. This does not 
mean that symptomatic cure is demanded of the physician under pain of 
surgery, but rather that a choice of the lesser of the two evils has occasionally 
to be made. 

The acute case.—The acute first attack, or relapse, in a patient with 
‘total’ colitis, who steadily deteriorates in spite of efficient medical treatment 
requires colectomy. The correct decision here will be made before the 
patient has become a bad surgical risk if attention is paid to the extent of 
colonic involvement and the manifestation of severe toxemia. A sign of the 
utmost urgency and importance is ballooning of the colon. This is rare, but 
spectacularly lethal, four out of seven cases at the Gordon Hospital having 
died. The pathology (Lumb, Protheroe and Ramsay, 1955) consists of 
intense inflammation of the whole thickness of the gut wall with destruction 
of the muscle layers. This flaccid bag then fills from its proximal end with 
gas and fluid which it is unable to pass on. The distended colon can be 
palpated easily and sometimes is easily visible and the final picture is one of 
intestinal stasis with multiple perforations in the distended gut. Before we 
were aware of the significance of this complication we carried out a barium- 
enema examination on a patient in this state (fig 1). A plain x-ray of the 
abdomen is quite sufficient to make the diagnosis. It has been suggested 
that the use of steroids is responsible for this condition today, but six of our 
seven cases had not received these drugs. It is by no means confined to cases 
of total colitis (group A), for in no less than four of the patients with this 
complication the ascending colon was spared. 

The chronic case.-—The patient with total colitis who has frequent in- 
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capacitating relapses, 
or continuous diarr- 
heea associated with 
debilitating illness for 
many months or even 
years is unlikely to 
make symptomatic 
improvement. There 
may be brief recovery 
after intensive medi- 
cal care, followed by 
relapse. These patients 
have already demon- 
strated their resistance 
to medical treatment 
and are usually only 
too glad to accept sur- 
gery. Persistence of 
such severe symptoms 
is unusual in the distal 
type (group B) and the 
majority of these have 
less disability than 
they would after sur- 
gery. It is unwise, 
however, to rely on x- 
rays if they have been 
taken some consider- 
able time ago (fig. 2), 
because when proxi- 
mal spread occurs the 
outlook worsens. The 
presence of severe 
toxemia would indi- 
cate the necessity for 
surgery in the distal 
group. It is for these 
borderline cases, in 
whom the decision to 
operate is so difficult, 
that one could wish 
for a good alternative 
to ileostomy, because 
a fair proportion of 
them, in the absence 
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Fic. 


(b) 


1.—Ballooned colon. Barium (a) is not necessary for 


diagnosis. 


Compare (b). 
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of dangerous illness, nevertheless suffer hardship from frequent absence 
from work, and have a good deal of social disability. Such patients may 
sometimes ask for surgery, and this makes the choice easier, but we are 
reluctant to advise operation when there is not disease of the entire large gut. 








(b) 


Fic. 2.—Recent x-rays are needed. Colitis affecting the 
sigmoid only in July (a) has spread to the whole colon 


in November (b). 


The mild case.—The most distal 
type of all, the x-ray-negative 
group (group C) never need colec- 
tomy, nor do they have severe 
symptoms, although they often say 
they have. Indeed the diagnosis 
rather than the disease is often 
their chief disability, and this 
apprehension is disproportionate. 
Many of them seek advice not be- 
cause their symptoms are disabling 
but because they are worried about 
the possible sinister significance of 
blood in the stools. 


LOCAL 
COMPLICATIONS 
Malignancy.—It goes 
without saying that 
when a_ reasonable 
suspicion of carci- 
noma exists operation 
is undertaken without 
delay. Colostomy after 
resection of the 
growth may be un- 
satisfactory because 
even when the stoma 
has been made in 
apparently healthy 
bowel, ulcerative coli- 
tis often affects it later. 
Therefore total colec- 
tomy is the rule. The 
risk of cancer in 
ulcerative colitis has 
not been satisfactorily 





assessed, and it is not yet possible to reply to the question as 
to whether this risk is great enough to make one advise colectomy 
in all but the mildest cases. Bargen and his colleagues (1954) reported 
that the Mayo Clinic series suggested an incidence of twenty to thirty 
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times that of the healthy population, and one of us (MacDougall, 1954) 
reached a similar figure on a much smaller series. The value of such 
retrospective studies is difficult to assess. Our follow-up figures at the 
Gordon Hospital now cover a group of over 500 patients, who have had the 
disease from one to thirty years. They have been followed up for between 
one and nine years and the bowel-cancer rate is remarkably low. One 
begins to think that the earlier estimates were artifically high for a reason not 
at present apparent. All are agreed that cancer as a complication of ulcerative 
colitis occurs only in those patients who have had the disease for a long time, 
say seven years or more. 

Fistule.—Unlike Crohn’s disease and diverticulitis, ulcerative colitis 
shows no tendency to fistula formation except in the anal region. Fistula-in- 
ano and recto-vaginal fistula are common. Local surgical treatment of these 
is awkward because it is sometimes followed by a brisk flare-up of the 
colitis. When the colitis is quiet, recto-vaginal fistula may sometimes be 
induced to heal spontaneously by attention to vaginal hygiene and sterilizing 
the stool for a brief period with a poorly absorbed broad-spectrum anti- 
biotic, such as neomycin. Even if they do not heal they sometimes give little 
trouble so long as the stools are solid. Multiple rectal fistulz can be extremely 
troublesome, and local surgery is often unsuccessful. These patients can 
often only be cured by excision of the rectum, and this implies colectomy 
with ileostomy, colostomy being impracticable in the presence of colitis. 

Other local complications.—These include severe hemorrhage, strictures, 
pericolic, perirectal and perianal inflammation, submucous rectal abscesses 
(probably more frequent than is recognized), pseudopolyposis and so on. 

In general it may be observed that many of the local complications of 
ulcerative colitis, in contrast with many of the systemic complications, are 
not in themselves dangerous to life. They have a high nuisance-value 
because minor rectal surgery in the presence of colitis may cause a serious 
exacerbation of the colitis. For this reason radical surgery is often required. 


SYSTEMIC COMPLICATIONS 

These are usually manifestations of severe disease, and include malnutrition, 
hypovitaminosis, hypoproteinemia, macrocytic anemia, finger-clubbing, 
polyarthritis, erythema nodosum, pyoderma gangrenosum, iridocyclitis, and 
peripheral neuritis. We have seen amyloid disease, but not in the present 
series. Cirrhosis of the liver was recognized in three cases, but we are 
uncertain whether this is directly attributable to the bowel disease. Irido- 
cyclitis and polyarthritis may be progressive, leading to permanent crippl- 
ing. If the eye cannot be protected by local steroid treatment, the threat of 
blindness means that the colon must be removed. Polyarthritis falls in the 
same category, being capable of producing permanent disability, perhaps 
even greater than the colitis itself. Pyoderma is potentially lethal. If it cannot 
be controlled by medical management of the colitis, the diseased colon 
should be extirpated. 
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Other systemic complications should be regarded as reflections of the 
severity of the disease, rather than requiring colectomy for their treatment, 
and we have referred to them in this connexion earlier. When systemic 
complications are combined with anzmia and leucocytosis, the ‘toxic triad’, 
as one of us (I.P.M.) has named it, colectomy is often needed to save the 
patient’s life. 

MEDICAL MANAGEMENT 

From first to last, the centre-piece of the therapeutic pattern is calm con- 
fidence. An aura of gloom is quickly transmitted to the patient. Conversely, 
the seriously ill do not appreciate a joviality which must to them seem 
irritating and perhaps ludicrous. There are few illnesses in which the 
patient’s confidence in his doctors and nurses repays so well the trouble 
taken in creating it. Arising out of this is the necessity of scrupulous attention 
to symptoms as they occur. Sympathetic understanding of the patient’s 
background, combined with a quiet willingness to wait while the story 
(there always is a story) unfolds itself, has great psychotherapeutic value. 
Any apparent probing produces a stubborn taciturnity. More radical 
psychotherapy is seldom wise. We have not been impressed by the value of 
sedatives and tranquillizers except in patients who are overtly anxious. 

Rest in bed is not an essential part of the treatment, depending upon the 
patient’s general condition, but is worth a trial in all but the mildest attacks. 
The encouraging effect of being allowed out of bed is often useful and we 
always allow patients short walks out of doors and brief leave-of-absence 
from the hospital to attend to urgent personal affairs, if their condition 
permits this. The lessening of anxiety and tension makes for calmness, 
whilst the feeling of security given by the hospital regime is maintained. 

Detailed attention to fluid and electrolyte balance is of great importance 
where these are disturbed. Anaemia must be corrected, by transfusion if 
more than mild. This is often followed by a remarkable and abrupt cessation 
of symptoms. There is, too, a distinct impression that when anzmia is but 
slight a small transfusion of fresh blood can initiate a remission. 

Diet during attacks should be as varied, full, and as appetizing as possible. 
Anorexia, nausea and even vomiting are often present, adding to the 
difficulty of replacing the water, salts and protein being lost in the frequent 
purulent bloody motions. Large amounts of milk are badly tolerated, often 
appearing undigested as curds in the stools and increasing the diarrhoea. 
‘Complan’, ‘casilan’, and other high-calorie or high-protein supplements 
are worthy of trial, but some patients find them rather unpalatable. The 
food itself should be unspiced and sieved. When the diarrhoea has abated, a 
normal diet devoid of coarse residues. (pips, skins, stalks, gristle and fish- 
bones) can be begun. Curries and similar dishes, iced or very hot foods and 
drinks, sparkling drinks, and alcoholic drinks should be avoided. Wine with 
meals, however, we permit if pressed. Thereafter a cautious return to a 
normal diet is encouraged if this produces no diarrhoea. During the period 
of restricted diet the possibility of vitamin deficiency should not be over- 
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looked and an oral vitamin supplement is always added. The severely ill 
patient so often has signs of deficiency of the B-group that parenteral 
administration of concentrated preparations is almost a routine. 

Drugs.— Belladonna sometimes controls the pain which often precedes a 
bowel action. Codeine phosphate in doses up to half-a-grain (30 mg.) thrice 
daily is helpful in reducing the frequency of bowel actions, especially in the 
milder attacks or during convalescence. Hygroscopic vegetable preparations, 
such as ‘isogel’ or methylethylcellulose help to thicken a watery stool and 
are often of great value. 

Sulphonamides and antibiotics have not seemed consistently useful. 
Patients often report that previous attacks have been aborted by these 
substances but a favourable second trial has not been the rule. This does not 
surprise us because there is no evidence that this disease is caused by 
bacterial infection, although secondary infection of the ulcerated mucosa 
no doubt often retards recovery. ‘Salazopyrin’ ( salicylazosulphapyridine ) 
is a combination of salicylic acid with sulphapyridine, which has acquired 
a considerable Continental and American reputation in the treatment of 
attacks and is clearly worth a trial. Svartz (1956) has treated a large series 
with this material and reports excellent results. We have no personal 
experience of this drug. Attempts at maintaining bowel sterility with broad- 
spectrum antibiotics are dangerous because of the inevitable invasion of 
the gut and respiratory tract by resistant yeasts and fungi with sometimes 
fatal results. The routine oral administration of nystatin with these anti- 
biotics effectively prevents the appearance of Candida albicans infection. 

Constipation is a frequent symptom in the milder distal types of colitis, 
often masquerading as diarrhoea. Careful questioning and inspection of the 
stools reveals that the patient is passing frequent small motions of blood and 
mucus and less frequent small constipated stools mingled with blood and 
mucus. Abdominal examination shows a colon loaded with scybala. 
Correction of the constipation with a mild laxative (emulsion of liquid 
paraffin with magnesium hydroxide B.P.C.) preceded by oil retention 
enemas daily for ten days, results in striking improvement. Thereafter, so 
long as constipation is avoided, these patients remain free from symptoms. 

Douching.—Colonic washouts with a variety of solutions are time- 
consuming and distressing to the patient. They give a deceptive impression 
that something is being done, but have little more to recommend 
them. 


STEROIDS 
Until the introduction’of these substances the treatment of ulcerative colitis 
was, literally, expectant. ‘The physician was able only to provide the best 
conditions possible and then await spontaneous remission. In an age when 
other diseases were yielding to specific therapy this was galling to the doctor 
and a great trial to the patient. The sole tool capable of interrupting the 
course of the disease at a pre-determined time was the scalpel. Not un- 
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naturally, cortisone and corticotrophin were pressed into service as soon as 
they became available and the Medical Research Council cortisone trial 
(Truelove and Witts, 1955) confirmed that remission can be induced by 
these substances in a proportion of cases. There is no means of knowing 
whether a particular patient will respond. To be effective they must be given 
in doses of the order of 200 mg. of cortisone or 80 units of corticotrophin 
daily. Side-effects are common with dosage in this range, and often 
compel discontinuance of the drug. Corticotrophin has proved prohibitively 
difficult in this respect in our experience and we are reluctant to use it. 
The recent introduction of prednisone and prednisolone has simplified this 
form of treatment, because their effect on salt metabolism is so slight as to 
cause little or no difficulty with cedema-formation or potassium-loss. 

Benefit from steroids is normally apparent within three or four days of 
starting treatment but it may be slower in appearing. The first symptoms to 
subside are usually fever and tachycardia, the diarrhoea not coming under 
control until later. A feeling of well-being is usual and is of great help. 

Use in the acute case.—Theoretically the steroids should be more useful 
in this group than any other. They should never be used in the type of 
patient for whom urgent operation would otherwise be planned. The 
reasons are twofold. First, one cannot tell in advance whether the particular 
patient will respond and, while waiting to find out, valuable ground will be 
lost before failure is recognized and surgery advised. Secondly, such cases 
may be on the point of perforation or there may already be a low-grade 
peritonitis without perforation, and steroids here may mask such im- 
portant intra-abdominal events. 

The chronic case.—When extensive damage has occurred over a long period 
failure might be expected with cortisone. We have, however, induced 
remissions with these drugs in patients with continuous symptoms for many 
years but complete recovery is unlikely, and early relapse can be expected 
when the drug is stopped. A troublesome and persistent attack in a patient 
with an earlier history of symptom-free periods can often be interrupted 
by treatment with steroids and they are worth a trial in such a case but a 
drug-induced remission is as likely to be followed by relapse as when it is 
spontaneous. 

During pregnancy.—The effects of pregnancy on ulcerative colitis have 
been reviewed elsewhere (MacDougall, 1956), and we do not here intend to 
discuss this, except to draw attention to the dangerous first attack arising 
during pregnancy. According to Crohn and his colleagues (1956), such 
patients should be treated with cortisone. We have no experience of this, 
but presumably the question of colectomy v. cortisone ought to be con- 
sidered in these cases in the same way as in the non-pregnant patient. 

Cortisone enemas.—Local application of hydrocortisone to the colonic 
mucosa appears to be a logical procedure. Truelove (1956, 1957) reports 
success with this method in an encouraging proportion of patients. No 
controlled trial has yet been reported. It does not appear to be suitable for 








560 THE PRACTITIONER 
the severe case, because of the difficulty in retaining the material for more 
than a brief period. 


CONCLUSION 
Deaths from ulcerative colitis do sometimes result from surgery overlong 
postponed. Colectomy hot on the heels of diagnosis would certainly prevent 
these deaths, but there is nothing otherwise to recommend such a course, 
and successful handling of the disease can only depend upon the logical 
application of four principles. 

(a) An appreciation of its fickle and irregular behaviour, combined with 
the realization that mild cases can occur as well as those which are severe. 

(b) The accurate appraisal of the physical state of the patient and his 
psychological background, with correction of these where possible. 

(c) Knowledge of the medical methods of symptomatic control. 

(d) An understanding of the triple role of surgery, namely :— 

(i) The saving of life in the potentially lethal forms of the disease. 

(ii) The relief of intolerable chronic invalidism. 

(iii) The control of dangerous or crippling local or systemic complica- 
tions. 

Thus, to summarize our views on the need for colectomy, we consider 
that this is not required for patients in group C, if they remain in this 
category. Patients in group B only require the operation for the relief of 
certain local complications or in the few instances where there are signs 
of grave toxicity. Patients in group A, in which the course of the disease is 
frequently very severe, often require to have their colons removed. 

One of us (I.P.M.) receives a grant from the Westminster Hospital’s teaching 
group research fund. We are grateful to our surgical colleagues at the Gordon 


Hospital for allowing us unrestricted access to their patients. We thank Miss H. M. 
Davies, the research secretary, for her great help. 
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THE SPASTIC COLON 


By THOMAS HUNT, D.M., F.R.C.P. 
Senior Physician, St. Mary’s Hospital 


IN perhaps a third of all patients who complain of abdominal pain no 
organic cause can be found, even after the fullest investigations: some are 
regarded as suffering from colitis, some from constipation, and it is con- 
venient to group many of these patients under the term ‘spastic colon’. 
It is a useful name and need not be thought of merely as an excuse for 
some vague undiagnosed condition. The true spastic colon case presents 
a positive clinical picture and, although it is almost always only one mani- 
festation of an anxiety neurosis, this underlying cause is not always obvious 
and may easily not be recognized without very careful questioning. True 
muscle spasm does occur in the colon: it can be demonstrated both radio- 
logically and experimentally, and can be seen quite obviously at times 
during laparotomy. 
CAUSATION AND PATHOLOGY 

In most cases spasm of the colon is associated with a frank anxiety state. 
It may, however, occur reflexly as a secondary result of some organic 
disorder in the alimentary tract such as a duodenal ulcer or diverticulitis. 
In a few cases it appears to be a true allergic condition with a specific 
hypersensitivity to a particular food or other antigen. In these cases there 
are often other allergic manifestations: urticaria or migraine is particularly 
significant, and it is noticeable that the colon symptoms are almost always 
absent during pregnancy as so often occurs in other allergic states. 

The spastic colon occurs equally in men and women, and of 167 cases of 
my own which I analysed 78 were male and 89 female. There is often a 
history ef constipation in early life but patients may only consult their 
doctors for colon pain about the age of 30 to 40; over 50 per cent. of the 
patients I have seen in private have been between the ages of 40 and 60. 
There is a family history of psychoneurotic symptoms in many and of 
aliergy in others. 


SYMPTOMS 
The two characteristic symptoms of the spastic colon are pain and bowel 
irregularity. Pain usually occurs on the left side of the abdomen in the 
region of the splenic flexure or the sigmoid. It may, however, occur at any 
point along the course of the colon, the transverse portion of which varies 
greatly in position from individual to individual. Commonly there is also 
discomfort in the right iliac fossa and this seems to be mainly due to dis- 
tension of the cecum which can often be easily felt on palpation. The 
pain is variable and may be violent and severe, or only a dull and persistent 
aching. It is usually continuous and not colicky, but may come and go in 
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bouts lasting from a few minutes to many hours or days. On the whole the 
pain is unrelated to eating, but often the appetite is poor and the patient 
has almost always developed either aversions to certain foods or fears of 
eating them because he assumes they will make him worse. 

In almost all the patients there is an avoidance of fat, and other common 
foods which are often blamed for causing pain are oranges, eggs, chocolate, 
and so-called acid fruits. Most of such food fads are psychologically deter- 
mined and do not represent any true allergic sensitivity. The pain of spastic 
colon can often be shown to be directly related to emotional disturbances. 
Sometimes the patient himself recognizes this, but in other cases it is only 
on questioning that it can be seen that symptoms occur, or increase, after 
perhaps an angry scene or a frustrating interview or some domestic conflict. 
It is at least as important in taking the history to inquire as to this relation- 
ship of pain to daily emotional situations, as it is to its relationship to 
eating or to position, 

In most cases the pain is only partially related to bowel actions, but 
when it is so it is usually temporarily relieved by an action, although there is 
often a feeling that the bowel has not been properly emptied, with a desire 
to empty it again at once. Paroxysmal proctalgia (proctalgia fugax) is often 
associated with colonic spasm, and occurs in attacks of sudden and agonizing 
severity. This pain is felt in the rectum itself and is probably due to violent 
cramp in the rectal and levator ani muscles: often coming on at night, 
particularly during periods of worry or hard mental work and fatigue. The 
pain of colonic spasm also not infrequently occurs at night or early in the 
morning on waking up, when it may be relieved by the passage of flatus, 
having been partly brought on by the accumulation of gas at the splenic 
flexure. Such accumulation occurs especially at rest in the recumbent 
position, perhaps as a result of the absence of contractions of the abdominal 
muscles which normally go on when the patient is moving about. 

Bowel irregularity.—The older names of mucous colitis and muco- 
membranous colic might suggest that the most obvious features of the 
spastic colon were diarrhoea and the passage of mucus. In actual fact the 
primary disorder of bowel activity is one of spasm and constipation, which 
may alternate with attacks of frequent bowel actions and the passage of 
mucus, or become gradually replaced by continuous bowel overaction and 
excessive mucus secretion. This state is often brought on by the abuse of 
various laxatives, but in my experience it is very rare for a spastic colon 
ever to develop into a true ulcerative colitis. On the other hand, if an infective 
entero-colitis is acquired—an acute ‘summer diarrhcea’—the symptoms are 
apt to persist for an abnormally long time. 

Nausea is often marked but vomiting much less so. As a rule the patient’s 
common complaint of ‘wind’ means a feeling of general abdominal distension 
and discomfort, with attacks of pain in the sigmoid region and sometimes 
relief by the passage of flatus. Air swallowing, with violent eructations of 
air from the stomach, is a symptom which may occur in any type of digestive 
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disorder and is not especially characteristic of the spastic colon. 

General symptoms are often present and are expressions of the under- 
lying anxiety state. Tiredness, insomnia, headache, irritability, depression 
and poor appetite are indications of this psychoneurosis and are of impor- 
tance because the patient is often convinced that they are entirely due to his 
bowel disorder. In contrast, many patients suffering from an organic con- 
dition such as duodenal ulcer are active and energetic and complain of few 
symptoms except their abdominal pain. 

The stools—Not more than half the patients notice obvious mucus in 
their stools. Usually they complain that they pass hard scybala with or 
without mucus, and at times with considerable pain. There is no blood 
unless there are associated piles. In some cases there is complaint of ribbon 
stools which the patient is often afraid means obstruction, and often no 
proper sensation of the bowel being really empty is felt; the psychological 
satisfaction which the successful act of defecation normally produces is 
often absent. 

PHYSICAL SIGNS 
In many cases the patient has an anxious expression and is underweight 
but fat patients are by no means infrequent sufferers. The tongue is more 
often clean than furred, although the patient commonly complains of how 
dirty it is and how troubled he is with a bitter taste in the mouth. 

On palpation, the sigmoid colon can easily be felt in the left iliac fossa 
as a contracted cord, which is also tender. Such a palpable sigmoid is of no 
significance unless it is tender, and there is no guarding of the abdominal 
muscles over it in cases of simple colon spasm; small hard fecal masses 
may also often be felt in it. In the right iliac fossa there is a diffuse tender- 
ness and the caecum can sometimes be clearly felt, but there is no localized 
point of deep tenderness as is often found in subacute appendicitis. 

Per rectum there may be marked anal spasm and it is often difficult to 
insert the finger without causing pain, so that it may be almost impossible 
to make a proper examination without an anesthetic. 


DIAGNOSIS 

The diagnosis of a spastic colon may be exceedingly difficult and is some- 
times too readily made on insufficient evidence. It requires a careful assess- 
ment of the abdominal symptoms as well as of the patient as a whole: in 
most cases some investigations of the alimentary tract will be necessary 
before organic causes can be ruled out. It must never be forgotten that 
spasm of the colon can often be a secondary manifestation of an organic 
lesion, particularly duodenal ulcer. Other conditions which can either set 
up spasm of the colon or with which a spastic colon may be confused are 
appendicitis (fig. 1), diverticulitis (fig. 2) and, less often, colecystitis. 

Severe attacks of colonic spasm may simulate an acute abdomen. Many 
fatients have their appendix removed since pain may occur in the right 
itiac fossa, but in fact it is rare for this to occur without pain also in the 
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left iliac fossa at the same time. The typical onset with central pain and 
vomiting of an acute appendix is unusual in cases of colonic spasm and 
there is no elevation of the temperature. 





Fic. 2 

Fic. 1.—Spastic colon: Barium meal at 72 hours in a man aged 45, associated with 
attacks of subacute appendicitis. 

Fic. 2.—Radiograph showing colon spasm in association with diverticulitis. Male 
aged 52. 


The diagnosis from diverticulitis is difficult and may be impossible 
without radiological investigation with a barium enema. In diverticulitis 
there may be blood in the stools and some pyrexia, but in mild cases the 
pain is due to co-existing colon spasm and there is no means of exciuding 
diverticula with any certainty at the bedside. The sigmoid colon may be 
tender in both conditions, but there is often some guarding and resistance 
on palpation in the presence of diverticulitis. 

When there is pain in the region of the transverse colon it may simulate 
that of peptic ulcer (fig. 3) but is erratic in its occurrence and far less 
regularly relieved by food or alkalis. In both conditions the patient may be 
woken at night but the spastic colon more usually gives rise to symptoms 
at 5 or 6 a.m., or later at the time when the patient normally wakes, rather 
than at 1 or 2 a.m. as in duodenal ulcer. In some cases there is midline and 
right epigastric pain with tenderness along the colon so that a suspicion of 
cholecystitis is aroused, and a deceptive Murphy’s sign is not uncommon. 

Barium meal examination will help to confirm the clinical diagnosis and 
the descending colon may fill only as a thin streak (fig. 4), or show areas 
with sharp constrictions as in figure 3. A barium enema may be needed 
to exclude the presence of diverticula, but the finding of a few such diverti- 
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cula with no evidence of inflammation (diverticulosis) does not significantly 
influence the diagnosis of spastic colon. Stool and blood examinations show 
no significant abnormalities but it is wise to exclude ova, cysts, ameebe, or 
infection such as Shigellosis. 


a 4 ™ 





Fic. 3 Fic. 4 
Fic. 3.—Spastic colon in a woman aged 40, diagnosed as suffering from duodenal ulcer. 
Fic. 4.—Radiograph showing marked spasm of transverse and descending colon in a 
woman aged 55, with long history of constipation. 


TREATMENT 

The first essential in treatment is to be sure that the diagnosis is correct, 
and particularly, of course, that there is no organic cause giving rise to the 
colonic spasm. It is important, too, that the patient should be told the 
diagnosis and realize that the symptoms are both real and capable of ex- 
planation, and that a spastic colon is a condition of everyday occurrence 
and benign nature. Doubts and fears as to the presence of colitis, cancer or 
other organic disease inevitably maintain a state of anxiety and so prevent 
improvement in the symptoms, and in some cases explanation and re- 
assurance may be enough to produce great benefit, if not complete recovery. 
It is a mistake to treat the colon itself more than is absolutely necessary 
and courses of antiseptics and colonic lavage may only serve to focus atten- 
tion still more upon the bowel. 

For the same reason undue restrictions in diet are unnecessary and many 
of the so-called ‘ roughage’ foods are in fact quite harmless. Nuts, very 
tough meat and much green stringy vegetables are bad, but good salad and 
cereals need not be forbidden and most other ordinary foods can be taken 
normally. If certain foods are known to cause symptoms—such as melons, 
oranges, onions—they must be avoided, but the patient must not be allowed 
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to blame one food after another just because he has eaten it before an 
attack began, or he may easily adopt a dietary regime that is grossly abnormal 
and deficient. Alcohol often gives relief to these patients and, with due 
regard to the risks of habit and excess, need not be forbidden. 

The most useful drugs are sedatives, and specific antispasmodics are 
sometimes less successful. The action of atropine, for example, on bowel 
movements and secretion has been shown to be directly reversible accord- 
ing to the mood of the patient. In some patients the pain is sufficiently 
severe to require strong analgesics, and a few demand morphine, a request 
which must be resisted at all costs. Codeine in full dosage may be needed, 
especially if bowel actions are urgent and interfering with the patient’s 
daily life and social activities. 

There are many preparations which contain a barbitone combined with 
an antispasmodic, but some of the latter are probably inactive and it is 
often wiser to use a simple sedative alone: a combination of belladonna, 
ergotamine, and phenobarbitone, such as ‘ bellergal,’ is often used. Pheno- 
barbitone is very useful but amylobarbitone, } or 4 grain (15 or 30 mg.), 
three times a day, sometimes seems to be more effective. 

When there is much bowel overaction with the passage of mucus a simple 
kaolin mixture with a small dose of chlorodyne may be effective: e.g. 
kaolin and morphine mixture B.P.C., 4 fluid ounce (14 ml.) thrice daily. 

Laxatives may be required; if so, mixtures of magnesia and paraffin 
are often the best. In some patients the food and fluid intake is small and 
there is almost no ‘ roughage’ in the diet; in others extreme restriction of 
fats tends to constipation. In such cases bulk-producing laxatives such as 
methylcellulose or various preparations of mucillage are useful. ‘Isogel’ is 
a popular proprietary laxative of this type, given in the form of tasteless 
granules at meals to provide bulk to the fzces. 


COURSE AND PROGNOSIS 

In most cases the symptoms persist intermittently throughout life— 
beginning with constipation in childhood and continuing with bouts of 
pain and perhaps diarrheea later in life. As the condition is closely bound up 
with environmental and emotional factors, episodes of more serious symp- 
toms often coincide with periods of stress or crisis. In spite of the long dura- 
tion of symptoms, serious sequelz do not result and there does not appear 
to be any undue liability to carcinoma of the colon or to ulcerative colitis. 

In general, patients should be encouraged to live with their spastic colon 
and not to submit themselves to repeated investigations or surgical opera- 
tions with the conviction that some organic disease will thus be discovered. 
In this respect it is often more important to treat an over-anxious or un- 
comprehending husband than the patient herself ! Treatment may be 
expected to give much relief, and at least to remove fears of colon disease; 
in a fair proportion of cases help in readjustment of the patient’s life and 
simple measures such as have been outlined may lead to lasting freedom 
from symptoms, even after a history of very many years. 














ANAL ABSCESSES AND FISTULA 


By H. E. LOCKHART-MUMMERY, M.Cuir., F.R.C.S. 
Surgeon, St. Mark’s Hospital for Diseases of the Rectum and Colon 


ABSCESSES in the anal region may occur de novo, or may follow some previous 
lesion in that area. 


ORIGIN OF ANAL INFECTIONS 

The most common condition that may later give rise to infection is an anal 
fissure, but anal hematomas and prolapsing piles are sometimes followed 
by abscesses. Occasionally a sharp foreign body in the faces, such as a 
swallowed fishbone, may perforate the mucosa and be identified as the 
cause of infection. Other abscesses may follow the tearing of an anal crypt 
after a hard stool, whilst in those where no obvious portal of entry can be 
found, it is believed that the vestigial anal glands act as the route of infection. 
Infections in the anal region are more frequent in conditions of chronic 
diarrhea, and this symptom should be specifically sought when taking 
a history, and investigated once the acute stage has been dealt with. 

Most anal fistula follow an abscess which has either burst spontaneously 
or has been incised, but in some cases the acute stage has been mild and 
may even have been forgotten. In a few instances, particularly in tuber- 
culous cases, a fistula may form without any previous acute stage. If a culture 
is taken from an acute abscess, a mixed bacterial flora is usually found, 
with E. coli, B. proteus, and the pyogenic cocci predominating. 

Tuberculous fistula are now much less common than in former years, 
but clinically may not differ much from those of pyogenic origin and, if an 
abscess forms, the pyogenic organisms outgrow the acid-fast bacillus. It 
has been a routine practice at St. Mark’s Hospital for many years to send 
some of the granulations of any fistulous track excised at operation for 
microscopic section, and the majority of patients with a fistula have had an 
x-ray of the chest. In this way cases of tuberculosis are not missed, but 
a word of warning is necessary in that all patients with giant-cell histology 
are not necessarily suffering from tuberculosis; giant-cells are seen from 
foreign-body reactions and in certain cases of Crohn’s disease. 


ANATOMICAL TYPES 

With few exceptions, anal infections form in one of three situations round 
the anal canal: the perianal space, the ischio-rectal space, and the rectal 
submucous plane (fig. 1). Infection in the perianal space is the most com- 
mon and the most superficial, an abscess there causing an obvious inflam- 
matory swelling at the anal verge (fig. 2). An abscess in the ischio-rectal 
fossa, on the other hand, is forming some distance from the skin surface, 
and may become large with very little external swelling or other signs of 
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inflammation (fig. 3). As the ischio- rectal fossa on the two sides communi- 
cate behind the anal canal, infection in one may soon spread to the other 
and a multi-locular abscess result. Fistula resulting from these two types 
of abscess behave similarly, in that the one resulting from a perianal abscess 


Submucous 
space Ischio-rectal 


space 





Perianal space 


Fic. 1.—Diagram of coronal section of lower rectum 
and anal canal, to show the ‘spaces’ in relation 
to the latter. 


is short and superficial and usually quite easy to deal with (fig. 2), whilst 
that following an ischio-rectal abscess may be deep and extremely complex, 
and its cure demands a sound knowledge of local anatomy (fig. 4). 
Abscesses in the submucous plane of the lower rectum and anal canal are 
the least common, and again no external swelling is caused. As they enlarge, 
however, they bulge into the rectal lumen, and can be feit with the finger 
as a tender boggy swelling within the rectum if a finger is passed (fig. 5). 


SYMPTOMS 
All types of anal abscess and fistula are commoner in men. When an abscess 
starts to form, pain is the main, and often the only, symptom. It is typically 
a constant throbbing pain, probably keeping the patient awake at night, 
which gradually gets worse as the abscess enlarges and the tension rises. 
Once a fistula has formed, however, the symptoms may be slight, particularly 
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from the small superficial fistula, and many patients continue for years to 
postpone treatment. Often a slight discharge is the only complaint, and 
even this may be intermittent. Anal soreness and irritation often follow 
when there is any constant local discharge, and this may be an annoying 





Fic. 2.—Diagram of a common form of perianal abscess, showing also the 
superficial fistula that may result from this type of abscess. 


symptom. In other cases, and particularly in the deeper and more complex 
fistula, recurrent abscesses are likely, and constant discomfort may be 
present even between the more acute episodes. In such cases the continued 
sepsis may lead after a time to impairment of the general health and well- 
being, which are soon regained after the fistula is cured. 

In cases of this type with prolonged sepsis, there is a certain risk of 
malignant disease arising in the fistula after many years, which is an added 
reason for advising operation. 


DIAGNOSIS 
Diagnosis in the case of the superficial perianal abscess is seldom in 
doubt, although a localized thrombosis in the external hemorrhoidal plexus 
can cause pain and cedema and sometimes lead to confusion. In the case of 
an ischio-rectal abscess, however, and particularly when it is still fairly 
small, external signs of inflammation may be completely absent, and even 
if a finger is passed into the rectum nothing very definite may be found. 








570 THE PRACTITIONER 


This lack of physical signs is due to the depth at which the abscess forms, 
and applies particularly in fat people. If the presence of constant pain 
suggests the possibility of such an abscess, it is wise to examine the patient 
under an anesthetic. With muscular relaxation, and with the patient in the 
lithotomy position, it is easy to 
feel if there is any swelling or in- 
duration in either ischio-recta! 
fossa, and one may sometimes be 
surprised at the large size of an 
abscess which was impalpable in 
the conscious patient in the lateral 
position. A submucous abscess 
can usually be diagnosed by the 
tender swelling within the rectum, 
but pain and anal spasm may 
render examination difficult and 
unsatisfactory, and examination 
under anzsthesia in the lithotomy 
position is then both the wisest 
and the kindest course. 

The presence of a fistula can 
usually be diagnosed by the his- 
tory and by inspection of the anal 
region, the extent and anatomy 
of the particular fistula being 
assessed by feeling for the indura- ib 
tion of the track in the circum- Fic. 3.—Diagram of a small and early 





é ; ischio-rectal abscess. Note the ab- 
anal tissues, and by feeling for in- sence of external signs of inflamma- 
duration in the ischio-rectal fosse tion, but palpation within the rectum 


- : should reveal the tender swelling. 
with a finger in the rectum 


(fig. 4). Rarely a pilonidal sinus will extend anteriorly and open near 
the anus, but the palpable induration of the track will lead to the 
source of infection. It is usually unnecessary to pass a probe during 
examination, for this causes pain, and can be deferred until the time comes 
for operation, when it is done under anesthesia. Sinograms to show the 
fistula on x-ray are of little value, except in certain very rare fistula that 
may arise from the pelvis or from bone. Palpable induration clinically, and 
careful following of tracks at operation are the main guides in fistula surgery. 

Before operating on any anal fistula, it is wise to make a thorough rectal 
examination by sigmoidoscopy and proctoscopy as well as by palpation. 
Only in this way can colitis or a rectal neoplasm be excluded, and associated 
hemorrhoids or anal papilla detected, so that they can be dealt with at 
the time of operation if necessary. These essential examinations cannot 
usually be done in the presence of an abscess except under anzsthesia, and 
may be postponed until the acute stage is over, but it is unwise to omit 
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them altogether. If a story of abdominal pain or diarrhea is elicited on 
questioning, investigation by chest x-ray, barium enema and, if necessary, 
also by barium meal may be advisable before undertaking more local 
surgery than the opening of an abscess, as the finding of Crohn’s disease 
or other inflammatory disease may alter the whole pattern of treatment. 





Fic. 4.—Diagram of the complex track of a typical ischio-rectal fistula. . 
There is both an internal and an external opening, and the main 
track follows the roof of the ischio-rectal fosse, which communi- 
cate behind the anal canal, and thus forms a U-shaped fistula. 


THE TREATMENT OF ABSCESSES 

If patients with infection around the anus are seen at a very early stage, the 
infection may sometimes be overcome and an abscess prevented by appro- 
priate antibiotic therapy. As the infection is usually a mixed one, penicillin 
alone is seldom adequate and the addition of streptomycin, or alternatively 
the use of one of the broad-spectrum antibiotics, is usually preferable. 
If, however, pus has already formed when the patient is first seen, as shown 
by the presence of brawny induration, or tension, or by central softening, 
immediate incision and drainage are necessary, and antibiotics should 
usually be withheld. 

If operation is needed, it is best to admit the patient to hospital and 
carry out the operation under general anzsthesia. Whilst the more super- 
ficial perianal abscesses may be opened with a local anzsthetic, the latter 
is less effective in the presence of inflammation, the procedure may be 
unpleasant for the patient, and the surgeon may find it difficult to do an 
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adequate operation. Certainly no satisfactory operation to drain any deeper 
abscess is possible in those circumstances. 

In general it is a mistake to do an extensive operation when dealing with 
any acute abscess in the anal region. A small (one inch [2.5 cm] or so) 





Fic. 5.—Diagram of a submucous abscess and the fistula that may 
result therefrom. 


incision should be made and the pus evacuated. The cavity is then explored 
with a finger or with a director if small, and its extent determined. If the 
communication with the anal canal is obvious and at low level, and the 
whole cavity is small, then the communicating track should be laid open, 
and enough skin excised to open the whole cavity. If, however, the com 
munication with the anus is not apparent or is at a higher level, or if the 
cavity is deep and complex (such as usually applies with an ischio-rectal 
abscess), then it is better to do no more than just evacuate the pus through 
the small incision. Any radical operation at this stage is made difficult by 
the vascularity and cedema of the tissues, and it is all too easy to make false 
tracks with a probe in the softened tissues. When the inflammation and 
cedema will have largely gone, five to seven days later, the patient is again 
anzsthetized and the whole track laid open as for a fistula, and the internal 
opening can then be sought and dealt with. The same principles apply 
with a submucous abscess, but the incision for drainage is made through a 
proctoscope from within the rectal lumen by Hilton’s method. 

Although this method of dealing with the abscess first (with subsequent 
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search for and treatment of all tracks and internal opening) has the advantage 
of being fairly certain of achieving sound and permanent healing, it has the 
disadvantage of two operations and usually requires three to four weeks in 
hospital. A few reports in recent years have mentioned a more conservative 
treatment of anal abscesses: namely, by a small incision, curettage of the 
cavity and immediate suture, all under a ‘cover’ of penicillin and strepto- 
mycin (Ellis, 1954; Goligher, 1956). It appears that the majority of patients 
treated in this way do heal per primam, but a number may have a recurrent 
abscess or form a fistula. Goligher followed up the patients treated in this 
way by Ellis, and found that 18 per cent. had a subsequent fistula. The 
follow-up was not complete, and the incidence of failure may be higher than 
this. The method should be regarded as still under trial, but has obvious 
attractions in certain circumstances, such as when there is difficulty in 
finding a bed, or when a patient has urgent engagements and is anxious to 
remain out of hospital. One hopes that further experience with the method 
will enable even better results to be achieved. 


THE TREATMENT OF FISTULYE 
With a few exceptions all fistula should be operated upon, as spontaneous 
cure is unlikely. The main exceptions may be listed as follows: 

(1) Small superficial fistula, present for many years and causing no symptoms. 
In such cases the track is often epithelialized, and future trouble is unlikely. 

(2) Tuberculous fistula, in the presence of active tuberculosis elsewhere. The main 
focus of the disease must first be controlled by appropriate treatment and chemo- 
therapy; when that is achieved, the fistula should be operated upon with chemothera- 
peutic cover, as this remaining tuberculous focus can only be eradicated by operation, 
and satisfactory healing can nearly always be obtained. 

(3) Anal fistula associated with active ulcerative colitis or Crohn’s disease. 
Operation on these fistula may lead to an indolent wound which will not heal, and 
has been known to lead also to further activation of the colitis. The fistula is a rela- 
tively minor complication of the colitis, and it is the latter which needs treatment. 

(4) The presence of severe constitutional disease such as to render any operation 
dangerous, or of more serious local disease such as a rectal neoplasm, are obvious 
contraindications to an operation on a fistula. 

Apart from these contraindications, in nearly all cases of fistula a suc- 
cessful result can be achieved by operation. Failure and recurrence usually 
mean that a track or a communication with the bowel has been missed. 
Although the scarring from previous operations will make a subsequent 
procedure more difficult, nevertheless re-operation should certainly be 
advised if the fistula persists and is troublesome. Temporary feecal diversion 
by colostomy is never necessary in the surgery of ordinary anal fistula, but 
may sometimes be needed in the treatment of traumatic fistula (after war 
wounds or impalement injuries) which are a totally different problem. 

In the majority of cases of anal fistula, the operation is a relatively simple 
matter, the track and communication with the anal canal being laid open 
along its whole length and the wound so shaped that it can heal by granula- 
tion. Healing in this way is rather slow, and two to three weeks in hospital 
are usually necessary before a clean flat wound is obtained. Grafting of these 
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fistula wounds is proposed and practised by Hughes (1957), but has certain 
disadvantages and has not so far become popular in this country, although a 
great saving in healing time is claimed. Treatment by immediate primary 
suture has also been tried, but failure occurs in a few, and it seems wiser to 
accept the extra weeks of healing by granulation to be certain of a satis- 
factory result. 

Fortunately, fistula in the ischio-rectal fossz are relatively rare, forming 
less than 10 per cent. of all fistula; but these are the ones that are often deep 
and difficult, and in which the communication with the anal canal may be 
hard to find. It may be a long and intricate operation to lay all the tracks 
fully open, as they must be if healing is to be achieved. Furthermore, a large 
wound is often needed, which requires careful postoperative nursing and 
frequent re-examination, and which may take two to three months to heal, 
much of that time having to be spent in hospital. Apart from this slow 
healing, the final result is extremely satisfactory, as the large wound contracts 
in a remarkable way as it heals, and a smooth supple scar results. 

There is no interference with anal continence after operation for the 
simpler anal fistula, with an internal opening low in the anal canal. More of 
the sphincter muscles may have to be divided in dealing with the ischio- 
rectal fistula, and slight impairment of continence (for flatus or liquid 
motions) may occasionally occur, but is not the rule. Total incontinence 
should never occur and results from faulty surgery. If there is any weakness 
of control after the operation, active sphincter contractions practised 
regularly immediately after operation will improve muscle tone and power 
and help to restore full control. 


CONCLUSION 
Most anal fistula are minor conditions which can be easily cured by a 
minor operation. The small percentage of complex fistula, however, may 
cause much suffering and ill health, and are a challenge to the skill and 
knowledge of the surgeon. To say that nowadays all fistula are curable 
unless other systemic disease is present, is hardly overstating the case. 
This achievement is a tribute to the many anatomists and surgeons who have 
clarified a complicated subject, and have taught the principles and details 


of accurate anal surgery. 
I acknowledge with gratitude my debt to my colleagues at St. Mark’s Hospital, 
to whose teaching on this subject, as on many others, I owe so much. 
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MANAGEMENT OF A COLOSTOMY 


By E. CLAYTON-JONES, M.D. 


It is hopeless to lay down a hard-and-fast routine of management to suit 
all colostomies, for they vary as widely and unaccountably as their owners. 
At one extreme is the ‘highly strung’ colostomy, favoured by highly strung 
patients, which acts violently and frequently, as the patient’s bowels 
probably did before his operation; this kind is readily upset by dietary, 
emotional, or physical irregularities—almost anything out of the daily 
routine—and the ingenuity, reassurance and patience of all concerned, 
including surgeon, practitioner, patient, and members of his household, 
may be needed to get it under even reasonable control. At the other extreme 
is the phlegmatic colostomy, commonest in the calm serene patient, whose 
bowels never did give trouble in ‘peace-time’ and in whom whatever has 
since occurred has not altered that desirable state, so that he can still eat 
what he likes and do pretty well anything he did before his operation. 
Between these extremes are all gradations of misbehaviour, some so slight 
that only an occasional washout, a daily dose of methylcellulose, or wearing 
a disposable plastic bag or similar appliance as a protection against ‘acci- 
dents’ is required; others so serious that one can hardly blame the old lady 
who took to her bed rather than chance the utter humiliation of an unin- 
tended bowel action. 


GENERAL CONSIDERATIONS 

The main aims of colostomy management are to save time and. trouble. 
Time-saving is the more important of the two. But not all colostomites, or 
even their advisers, realize to what an extent the whole happiness of the 
patient and his household depends upon the speed and efficiency of these 
dressings. A sound technique should make the patient certain of being free 
enough from smells for several hours to mingle with his friends and relations, 
to join in what activities he finds physically practicable (often surprisingly 
strenuous ones), to go to the cinema or to Church, to watch a friend’s 
television, and perhaps, if he is still young, to join in parties or dances. 
Ability to play bowls or even golf, and to work hard in the garden is not 
always evidence, however, that a colostomy patient is fit for office or domes- 
tic work, dining out, or travelling in a bus or railway-carriage, for these 
activities call for complete reliance on the colostomy working only at 
regular hours and places. A spotless inner and outer cleanliness is no doubt 
highly commendable, but it is of little practical value unless even occasional 
‘accidents’ can be excluded with certainty; otherwise the fear of their 
consequences will haunt the patient’s whole waking hours. 

One hears of colostomites who give themselves a simple enema daily at 
7 a.m., or even no enemas at all, and betweenwhiles go happily about their 
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work and play, with only the faint bulge of a flat celluloid shield over 
a plain gauze dressing to remind them of their disability. Their colostomies 
genuinely occupy no more of their time than a normal bowel-action; and 
only a really major dietetic beano will bring disaster on their heads. 
Nevertheless, it cannot be denied that, whilst being ‘taken short’ by an 
ordinary attack of diarrheea is of little consequence to a healthy person, 
the colostomite may perhaps find himself leaving his pants and braces on 
Hastings pier. So even the best-behaved colostomy demands precautions 
of some kind if the patient is to have any real peace of mind. 

A very few easily depressed patients are so horrified by their first sight, 
or even thought, of their artificial anus that they retire to bed and swear 
to stay there. Only slightly less regrettable are the much more common 
over-scrupulous patients who spend so much time twice or thrice daily in 
removing every speck of possibly faecal matter from around their colostomy 
opening that there is no day left for work, play or social contacts; such people 
inevitably become recluses. 

If the colostomy will not manage itself, the aim is to learn and perfect 
a quick yet sound method, thereafter trying to reduce the time it takes to 
a minimum: by hard practice, aided by all the appliances and (harmless) 
medicaments available, and close cooperation with one’s household, surgeon 
and practitioner, not scorning to draw upon the vast technical skill that 
belt-makers acquire from years of experience. It is as vital to time every 
step in the daily routine, while the details are being decided, as it is to work 
out one’s best diet by observing the ill-effects or harmlessness of different 
foods and drinks. In the early months it is particularly hard labour learning 
to be a skilful and efficient colostomite, but once the tricks are learnt the 
time seems well expended and soon pays dividends. 





THE ‘LEAVE IT TO NATURE’ METHOD 

We may conveniently divide the common methods of colostomy manage- 
ment into three, the simplest suited only to that most fortunate class who 
can ‘leave it to Nature’. This method is for those whose stoma almost 
manages itself and needs little if any more hygienic attention than a normal 
evacuatory apparatus. What help they need is to ensure punctuality—to aid 
in training the stoma in its early days to act when most convenient for the 
patient. 

A few of these patients will find a small saline enema (1 to 3 fluid ounces 
[28 to 85 ml.}), or glycerin suppositories, helpful in stimulating peristalsis. 
For such people it is as silly to prescribe medicaments or dietetic restrictions 
as it was for our grandmothers to give healthy children a weekly dose of 
brimstone and treacle. A full diet should be prescribed, perhaps on the 
generous side with vitamins and protein, and avoiding those dietetic 
excesses that mildly upset normal people but may spell disaster to a colosto- 
mite. A short training period, when the best diet and dressings are being 
worked out, is needed, but care with diet alone will usually suffice to check 
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any overaction of the gut. When at last the stoma is acting painlessly and 
regularly once or twice daily, and the stools are neither loose nor con- 
stipated, the simplest dressing will suffice. Even the plain colostomy belt, 
made of calico with sheet-rubber insertion, is unnecessary for women who 
wear corsets that hold their dressings in place, and many men manage well 
with a 6-inch (15-cm.) ‘rayolast’ (or similar) elastic bandage, their embon- 
point helping to keep this in place without understraps. 

Most men prefer a home-made belt made from 5- to 6-inch (12.5- to 
15-cm.) elastic, with an understrap on either side. Understraps are made of 
1-inch (2.5-cm.) elastic or webbing, and it is best to decide their position 
and length by a few days’ experiment with temporary straps, fastened on 
with safety pins. If satisfactory, such elastic belts have the great advantage 
of being cheap enough for the patient to have three—one on, one for night 
use, and a third at the wash. Ordinary loose-woven elastic seems the most 
satisfactory material for such belts, for it does not tighten when warmed or 
wetted. A roll-on belt is cheaply and simply made, and if it gets badly 
stained it can be scrapped and replaced. 

Night care.—At night the only dressings these patients need is a square 
of gauze, spread with petroleum jelly, with a hole cut to go round the 
stoma; then another square of double cellulose wadding or a lump of 
cotton-wool B.P.C. (the cheaper kinds fall to pieces and blow about); 
next a third square of oiled silk or jaconet, to protect the belt; and, finally, 
a bandage or elastic buckled belt, which usually needs understraps if it is to 
keep the dressings in place. Perspiration accumulates under any watertight 
covering, so small ventilation holes are advisable even in small jaconet 
squares or sheet-rubber insertions in belts. Ventilation is less necessary 
in day-time dressings, though in hot weather, when strapping is used 
under a square of jaconet, sweat may cause trouble unless the ‘steam’ can 
freely escape. 


CONTROL BY DIET 
It has become the rule to tell patients to start with a completely non- 
residue, non-roughage diet, such as one would order for a patient in the 
first week or so after an exacerbation of a peptic ulcer. On this he can exist 
—a few patients even enjoy such ‘slush’—and can set about adding one 
more risky article of food after another, keeping a careful note of what and 
how much he really is eating and drinking, and of the visible effects of 
each new item. This is an infernally laborious and frustrating procedure, 
difficult to get done by a hospital diet-kitchen, and quite impossible at 
home without dietetic enthusiasts on each side of the kitchen door. Usually 
it is simplest while in hospital to keep to a ‘gastric’ (low-roughage, high- 
protein) diet, with all meat and green vegetables (if any) minced. Then on 
discharge from hospital the doctor can suggest some ways of expanding the 
hospital ‘gastric’ diet right away, and can set the patient and his wife to 
work on the onerous task of experimenting with further favourite dishes 
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and drinks by trial and error. Fortunately the patient has much time for 
such tedious inquiries and can see his menu growing before his very eyes. 
Honesty, self-control, and ingenuity are called for if useful results are to be 
expected in a few months; but the keen and intelligent patient will end with 
an ideal diet, worked out for his particular fancies and idiosyncrasies. 

It would be wrong, however, to imply that there are no generally applic- 
able hints. The average colostomy patient must work out and keep to a daily 
routine and develop a self-control far stronger than usual, if he is to live 
long and happily. Any excesses of food or drink are definitely out. With 
luck he can devise a passable imitation of a normal diet that he can eat with 
impunity and without much hardship; but Nemesis, in the form of acute 
diarrhea, is waiting round the corner to punish any serious breaches of his 
own regulations. This must always be borne in mind, particularly at Christ- 
mas and other times of rejoicing, when self-denial is doubly hard. But it is 
no kindness to anybody if the patient, through indiscretion, has to retire to 

o bed and be excluded altogether from all intimate contacts, merely for a few 
pickled onions or chocolates. 


FOODS TO AVOID 
The foodstuffs most likely to disagree with a colostomite are:— 

Soups of all kinds, but usually not unless taken highly seasoned and in 
large amounts. Cold soups are usually harmless. 

Roughage, including meat or vegetables too tough for the patient’s 
molars to grind into powder or purée. Hence the paramount importance of 
colostomites having good teeth, real or artificial. If necessary, and this 
especially applies to edentulous patients, meat and vegetables can be put 
together through a mincer or (finer still) a ‘moulinette’, when even a fully 
nutritious diet will not upset the most tender bowels—its objection is its 
complexity and the time for assembling it, using it, washing it and so forth. 

Certain unexpected items, such as pickled onions, chocolate, prunes and 
the whole plum family. Many other kinds of fruit, mainly those impossible 
to swallow whole, such as melons and bananas, seem to be innocuous. 





GENERAL CARE OF HEALTH 
Whatever may contribute to the general health and appearance should get 
more and not less attention than usual. The ‘training’ routine—for that is 
what it will probably amount to—is far less irksome when it produces 
a few genuine congratulations, confirmed by one’s mirror, on looking fit. 
That healthy look, wholly compatible with a remotely poor prognosis, calls 
for more of the athlete’s tricks than mere dieting. Above all, perhaps, 
regular sleep—eight hours every night, plus day-time naps after meals if 
these make the patient feel better. The eyes should be kept as efficient as 
possible, especially in the patient who is an avid reader. Whatever his age 
and general state, it is usually possible to order him gently graduated 
exercise, if possible including some enjoyable favourite game, like bowls 
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Fic. 1.—Washout cup and 
belt in use, with can or 
jug of saline on stool at 
left side, and Higginson 
syringe and catheter for 
introducing fluid. Note 


warm clothing. 


or golf, croquet, or the like. Golfers will find 
that their operation has not reduced their 
handicap, but they will possibly be astonished 
to find that some ‘fellow-sufferers’ are play- 
ing regularly round their home course, un- 
dismayed by their condition. As after any 
operation, the feet may need extra attention; 
and the swollen legs commonly seen after 
abdominal operations may require elastic 
stockings. 


CONTROL BY ENEMAS 
The routine washout (better termed enema), 
even when it can be kept down to once daily, 
seems unjustifiably time-consuming and in 
some circumstances difficult if not impossible 
to do, but, when a colostomy proves unman- 
ageable, or at least very hard for the patient to 
control, proper enemas, given with proper 


apparatus (fig. 1), may work marvels. The following description of the 
method is based on the chapter on colostomy in ‘Disabilities and How to 
Live with Them’ (London: The Lancet, 1952, p. 214): 


Get up at 6.30, change 
into a sweater and long 
golf stockings with the 
sweater pinned up at a 
convenient place with a 
safety-pin, or, if pre- 
ferred, held up with a 
bandage or knitted belt, 
as in the ‘emergency 
outfit’ (fig. 2). Then don 
the washout cup (fig. 1) 
in place of the night 
dressings, collect the 
apparatus for an enema— 
namely, a hot-water can 
containing about a gallon 
(4.5 litres) of hot water 
at blood heat, as tested 
with the finger, and 
roughly a teaspoonful of 
kitchen salt to the pint 
(o.§ litre); a Higginson 
syringe, for introducing 
the enema and_ wash- 
ing round the inside 
of the washout cup 
afterwards; a wooden 
kitchen chair or stool; 
and a quart jug. The exit 
pipe is closed firmly with 








VOGN tomas +. ma « 





Fic. 2.—‘Portable emergency outfit’, containing essentials 


for colostomy dressings :— 

Strong brown paper bag for soiled dressings (if 
immediate disposal is impracticable); one light knitted 
belt or elastic bandage for holding up clothing; 
packet of soluble aspirin and codeine tablets, or other 
soothing remedy for acute bowel upsets; pair of 
blunt-ended scissors; small packet of paper hand- 
kerchiefs for cleansing skin; roll of waterproof 
strapping; small bottle of strapping-remover; two 
adhesive bags ready for application. 

By the addition of cotton-wool and cellulose wad- 
ding this becomes suitable for routine use. 
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its glorified paper-clip at this stage, so that one can sit on the w.c. seat without fear 
of messiness, Otherwise one needs merely a lump of cellulose wadding and a book 
to read. | emphasize the book, because others, like me, may find this the finest of 
all opportunities for quiet reading—no bells, no phones, no mealtimes, and indeed 
no calls on one’s time for which one hasn’t the perfect excuse. 

The jug is filled from the can and put on the chair, about level with the colostomy 
opening. Then the clip is removed, the catheter substituted for the stopper in the 
cap of the lavage cup, and saline is pumped in with the Higginson syringe (or, if 
safety is valued above time-saving, is allowed to run in from a douche-can) at about a 
pint per ten minutes, letting or encouraging it to run out again, down the exit pipe, 
between injections. ‘There should be no significant leakage if the catheter fits the hole 
in the cup (Down’s model) or the hole in the cup’s rubber cover, which serves the 
same purpose in Rose’s washout device. 

The colostomite soon learns when all faeces and saline are out. If in doubt, a few 
toe-touching exercises or ‘trunk sideways bends’ will usually do the trick and remove 
the fear of evil-smelling fluid returning later in the day; one may also pummel and 
prod the abdomen to ensure that everything humanly removabie is removed. That 
done, reapply the paper-clip and return to the bathroom for a shave. By substituting 
a rubber bath-belt (fig. 3) for the washout apparatus one may bathe without any 
risk of soiling the bath-water. Then apply the day dressings or an adhesive dis- 
posable bag, shield and belt and the job is done. Even the slowest patient who starts 
with tea at 6.30 a.m. should be ready for breakfast at 8 a.m., and at least half-an- 
hour can be knocked off this time by an active patient free from complications. 

In my view the extra expense of a first-rate, quickly and firmly applied 
belt, as made by Curtis, Down Bros., and Donald Rose, amongst others, 
is usually a good investment, as is anything that reduces emotional trauma 
and helps towards permanent comfort. Linea belts, with a single back 
tightener, obviating the frequent 
adjustments of multiple small metal 
buckles, look particularly pleasing. 
Nevertheless, an elastic belt, or an 
11-inch (28-cm.) crépe binder 
fastened with safety-pins, worn 
until one’s figure has settled down 
(or up), may save the N.H.S. 
several pounds. 

By this washout method, what 
can the colostomite do when the 
stoma is well-controlled? Almost 
anything he could do in his pre- 
operative days. Even staying at a 
hotel, with w.c. and bathroom 
combined, presents few difficulties. 
Through ordinary thickish clothing " 

» belt ; ssi > ‘ce- . : 
the belt and dressing ane unnotice Fic. 3.—Rubber bath-belt (held open), 
able, and between actions there with ring fitting over stoma. (Donald 
‘ - > 
is no smell whatever—in short, Rose’s model.) 
with a daily washout the patient can mingle with his fellows and attend 
functions if they do not involve dietetic risks. 

Until ten years ago, using the washout technique before the days of dis- 
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posable adhesive bags and ‘celevac’, I used two pounds of cotton-wool B.P.C., 
and the same amount of cellulose wadding every week. The considerable 
financial burden has since been shouldered by the N.H.S. But a really 
important source of saving was the introduction of disposable plastic 
adhesive bags. One or two of these 
can be discarded daily as they be- 
come soiled, at a cost of about 1s. 
a day—far less than the usual cost 
of wool and cellulose. If a bag is 
applied after each daily washout, 
the patient is as well-insured as 
possible against ‘accidents’ or 
even embarrassment. The sole 
grumble—for colostomites, like 
old soldiers, must always com- 
plain of something—is _ that 
sticking on a bag is adding to the 
time taken up with dressings: an 
important consideration. If bags 
are prepared beforehand, how- 
ever, with holes cut the right size 
and top edges securely fastened 
with strapping in leisure moments 
(if any), and if the little bundle 
“= of other apparatus (fig. 2) is kept 

f ae together, outside the reach of 
Fic. 4.—Disposable polythene bag, affixed wives and families, the colostomy 


with square of double-faced plaster, re- . ae 
inforced with narrow strips of adhesive toilet and application of the bag 


plaster round edges. (Belt is turned down can be done in ten minutes: it has 
and cellulose dressing, under St. Mark’s ‘ sah a 
shield, is held aside.) been done many times in a train 
lavatory between London Bridge 
and Charing Cross stations, and once in the toilet of a B.O.A.C. airliner 
crossing the Atlantic. 

Colostomites who have a train to catch at 9.15 a.m., or before, may find 
the washout regimen too unreliable for their purpose. And those who find 
washouts technically difficult, as many elderly or weakly patients do, say 
that a colostomy is bad enough anyway without adding further irritations. 
If possible, then, omit washouts altogether, lest they supply a sort of 
‘last straw’. Above all, let the surgeon who operates in the first place make 
sure that the stoma admits a gloved forefinger without pain, and 
keep an eye thereafter for the development of the painful strictures 
that can often be effectively dilated in their early stages. He should 
also watch for ulceration of the stomal mucosa, which may cause 
persistent infection and bleeding and, unless looked for, can erode the 
whole mucosal layer. 
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CONTROL WITH BULK-FORMING MEDICAMENTS 

The aim, then, is to train a colostomy, with no external aids or with a daily 
enema, to work once daily at a regular and convenient time. What can be 
done for the large proportion of cases in which loose stools are the rule, 
even when the patient says he sticks religiously to his diet? First, no doubt, 
we should check the patient’s statements: he may be a secret prune-addict 
or a guzzler of chocolates; more likely, if a man, though no drinker he 
enjoys a pint or two of bitter with friends. It seems cruel, but this may be 
the cause of his internal irregularity, and if so it must be sacrificed. With 
luck he will discover some alcoholic stimulant that agrees with his over- 
hasty colon. Beer is more likely to agree than stout; gin, brandy, whisky 
and rum seem decreasingly opening—of different brands of these, or of 
wines, I cannot speak (not without tears, anyway). Soft drinks should be 
uniformly harmless, though I have my eye on ginger wine as an irritant 
and as sometimes mildly alcoholic. Draught cider seems as harmless as 
ginger-pop, and in my limited experience the wins ordinaires of France cause 
little upset. But none of these, or even water, is going to be drinkable by 
a colostomite in large quantities with impunity—it is the actual volume 
that is troublesome. So when dining or lunching out, the colostomite is, 
I fear, doomed to small amounts of whatever drinks his experience has 
taught him go down best. A complete list will take him months of careful 
study—a pleasant occupation, calling for accurate observation and honesty, 
for the winter evenings. 

The bulk-forming agents are useful when the most careful measures 
have failed to make the colostomy behave well enough, the common trouble 
being a persistent unreliability, so that its owner can never be sure that it 
won't interrupt a tea party at the vicarage with loud rumbles and not 
over-sweet gaseous accompaniments. Such upsets can usually be rapidly 
checked by a day of strict rationing, keeping both food and drink to the 
minimum. In addition, if the stools are loose, aspirin, 15 grains (1 g.), is 
worth trying, as is sulphaguanidine, which seems to have a specific binding 
action not shared by its later and generally more effective derivatives— 
sulphasuxidine and sulphaphthalidine. Sulphaguanidine seems to bind 
before it can act as an antibacterial agent; whereas sulphasuxidine has, if 
any, a laxative action in the early stages. Best of all—in my experience—is 
the bulk-forming agent, methylcellulose (‘celevac’), which reduces diarrhoea 
by absorbing fluid from the intestinal lumen. The dose is usually 1 to 2 


teaspoonfuls night and morning, washed down with a minimum of 
water. 


The daily routine with ‘celevac’ and plastic bags is as follows: — 


6.30 a.m. ‘Take one or two mugs of hot tea, which shou!'d be sufficient to make the 
bowel act into the night-time bag, if it has not already done so. Once the bowel has 
acted, take one to two teaspoonfuls of methylcellulose granules washed down with 
an ounce (28 ml.) of water, and then avoid drinks of any kind for at least half- 
an-hour. Even a further mug of tea during this period may start the bowels acting 
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again. By breakfast-time at 8 a.m. one is free to eat and drink what one fancies within 
one’s diet. Even so, big drinks of any kind should be kept to a minimum throughout 
the day, the fluid intake during hot weather being maintained by soft drinks in the 
evening. The colostomy may act a second time at bedtime but it should remain quiet 
during the day and perhaps during the evening also. A second dose of methyl- 
cellulose granules, also washed down with an ounce (28 ml.) of water, is taken before 
going to bed to keep the bowels quiet in the night. A mild sedative at bedtime is 
helpful for those who cannot be certain of sleeping soundly without it. 

The dressing.—No sort of belt need be worn at night, for the dressings 
can usually be kept in place with a six-inch (15-cm.) crépe bandage. Person- 
ally, I prefer a six-inch cellular belt with understraps to make certain that 
the dressings do not move. Over the stoma some patients manage with 
a dressing similar to that used by patients giving themselves washouts or 
relying on a natural action—gauze smeared with petroleum jelly, covered 
with a six-inch square of cellulose wadding and another of jaconet to 
protect the belt or bandage from getting damp or soiled. Seven years ago 
disposable adhesive ileocolostomy bags were introduced. These polythene 
bags, stuck to the abdominal wall with a double-faced adhesive square in 
which a suitable hole is cut before application, have proved remarkably 
successful. When applied, they need a pad of wool to keep some pressure 
on the stoma and a St. Mark’s shield, over which the patient’s day-time 
belt will be worn. They do away entirely with the difficulties of wash- 
ing rubber or plastic bags, which is unpleasant in the morning and in- 
sufferable at bedtime. They are light in weight and give the patient a 
good feeling of security if properly attached (see fig. 4). When the bags 
are soiled, all that is needed is that the old one should be removed, preferably 
by peeling it off rather than by applying some fancy plaster-remover, and 
the skin surrounding the stoma, with the stoma itself, should be well 
cleaned with dry cotton-wool and a little ‘zoff’, which, though technically 
a plaster-remover, is an excellent cleanser of skin on which plaster has been 
applied. Powder or ointment is not advisable. 


CONCLUSION 
There is no longer any need to fear major disasters, such as were a night- 
mare when colostomies were ‘left to Nature’ and could be even worse in the 
washout era, for the volume of injected fluid was added to that of the 
feces. Now, provided these patients keep pretty strictly to the diet they 
have worked out, or which has been worked out for them, and religiously 
take their daily ‘celevac’, helped occasionally by a few aspirins, they can 
apply their bag and belt and forget their bowels. Above all, though, let 
them practise constantly to get their dressings done quickly, for ‘time marches 
on. 














JOURNEY’S END 


By SIR HENEAGE OGILVIE, K.B.E., D.M., F.R.C.S. 
Consultant Surgeon, Guy’s Hospital 


Wuat does death mean to us and to our patients? Certain outlooks are 
fundamental to the workings of the human mind; others are dictated by 
the training, ability, habits, and religious beliefs of the individual. One 
thing that is common to all men, of whatever race, age, or religion, is an 
ever-present consciousness of personal existence. To all, however, there 
comes eventually a time of normal physiological senescence. The body will 
no longer do the things it used to do, and tires more easily. The skills that 
have been a pride are gone. The eyes are dimmer, the hearing less acute, 
and memory apt to play tricks. Children marry and leave the home circle. 
Friends die and are not replaced. Mr. Everyman comes to realize that, 
although he is not dying or anywhere near it, the years that lie before him 
are shrinking rapidly. He must take death into his thoughts. How does he 
face it? 
FACING DEATH 

That depends very much upon how he has faced up to his self-appointed 
task. He wanted to do certain things; has he done them? He wanted to 
win for himself a certain position in his own circle; has he won it? Only 
he can answer this. But if he can answer it truthfully in the affirmative, 
he passes into ‘an age that melts with unperceived decay, and glides in 
modest innocence away’. Even though he cannot boast with the supreme 
egotism of Landor ‘I strove with none; for none was worth my strife’, he 
can still say with him, ‘I warmed both hands before the fire of life; it sinks, 
and I am ready to depart’. The happy man is ready to depart. Ready, but 
not glad. ‘For who, to dumb forgetfulness a prey, this pleasing anxious 
being e’er resigned, left the warm precincts of the cheerful day, nor cast 
one longing ling’ring look behind?’ 

It is very different with the man who has failed, either absolutely or in the 
goal he has set himself—the man who feels that if he had only done some- 
thing different, said something different, married someone else or taken 
some other job, he might have done so much better. It is different with 
the man whose powers in some creative art are still at their best while his 
body is failing him, the artist who still has his masterpieces to paint, the 
novelist who has several books in the writing that he knows he will never 
finish. They may exclaim, with Cecil Rhodes, ‘So little done, so much to do’. 

The courageous and educated man, when he comes to realize that the 
time left to him must be measured in days or at most weeks, tends to depart 
a little from his accustomed modesty. He knows that for a brief period he 
is the chief actor in the most powerful drama of human experience. He 
knows that he is being studied with attention and, he hopes, with respect 
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and affection. He would like his departure to be dignified. He would like 
to think that it will be remembered. He has at this period a great temptation 
to put on an act, to summarize the lessons that life has taught him in phrases 
that he has conjured up in the hallucinations of drugged dreams, and has 
rehearsed in the wakeful night watches, phrases that he hopes will sum up 
his life’s work or support his reputation as a philosopher or a wit. Keats 
exclaimed ‘I feel the flowers growing over me’, William Hunter said ‘If I 
had the strength to hold a pen I would write down how easy and pleasant 
a thing it is to die’. Oscar Wilde, given a glass of champagne to support 
him, joked ‘I am dying beyond my means’. A well-known surgeon, as he 
held up to the light an x-ray film that showed he had not long to live, said: 
‘Well, I hope there are good-looking angels up there’. These ‘famous last 
words’ are not often terminal. They are usually the rehearsals for a departure 
that is approaching but not imminent. They are seldom spoken in the death 
chamber by a dying man, for it is rare indeed to remain conscious and 
coherent till near the end. 


‘THIS IS DEATH’ 

The sensation of dying is usually a consciousness that the heart is faltering 
in its task of supplying blood to limbs and brain, and that the brain will 
soon cease to hum with the thoughts and beliefs, the memories of the past 
and the hopes for the future, that represent us to ourselves and the world. 
But very soon the anoxia leads to a dullness of perception, a disorientation 
of ideas, a retreat from the hopes and fears of the live world to the make- 
believe of a world of fantasy. 

The certainty of impending death, a certainty that has evoked many of 
the famous last words of history, is said to be characteristic of angina 
pectoris. The physical basis for such a certainty is probably a sudden break- 
down in a circulatory system that has till then been perfectly efficient, and 
that is still capable of a come-back. An example is the young man wounded 
in battle, who has lost perhaps four or five pints of blood and is profoundly 
shocked but still conscious. His face is white, his hands and feet are icy 
cold, his pulse is barely palpable, yet his systolic pressure is still 100 milli- 
metres of mercury. He has, by extreme compensation, by increasing his 
pulse rate and by constricting his peripheral arterioles to such an extreme 
degree that the skin, the muscles, the gut, the kidneys, and the liver are 
starved of oxygen, been able to keep his brain supplied. Unless he is trans- 
fused quickly and adequately with whole blood this compensation will fail 
suddenly, and he will die in a few moments. Until then he is not merely 
conscious, but mentally alert, and anxious to use the short time that he 
realizes is all that is left to him, to express the personality that is slipping 
from him by sending a message to his dear ones, by pathetic jokes with 
the pal who sits by him, sometimes by a bitter tirade against the fate that 
has condemned him to die just as he was starting to live. Because death 
in action is one of the few occasions when a man knows he is dying, yet 
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has an unclouded mind, many of the famous last words of history—often 
intentionally dramatic—were uttered on the battlefield. Nelson at ‘Trafalgar, 
‘Thank God I have done my duty’; Sir John Moore at Corunna, ‘I hope 
my country will do me justice’; Wolfe at Quebec, ‘What! Do they run 
already? Then I die happy’. Such periods of unusual alertness in the face 
of approaching death are seen in other conditions characterized by the 
rapid circulatory collapse we know as shock, in coronary infarction, in pul- 
monary embolism, in general peritonitis. Strangely they are not un- 
common in those dying from uremia. 

In practice, however, we rarely see dramatic deaths; indeed, in the 
majority of cases a man, when he comes to die, has been for some time in 
a state of unconsciousness or semi-consciousness due to toxemia, cerebral 
anoxia, or to drugs that have been given to ease the distress of his ailment. 
Lord Horder, writing in The Practitioner nine years ago, said: ‘We rarely 
find the dying man “looking death in the face’ knowing it is death. He is 
either very dubious that death is coming to him, or his apperception is so 
dimmed that the end of life is a dream state rather than a true awareness. 
When a man thinks that death is imminent his anticipation, more often 
than not, goes unfulfilled. How can it be otherwise seeing that death comes 
but once, and can therefore not be recognized’. 

Waking in the night with a sense of ‘floating away’, a bishop reflected 
‘this is death’. He asked himself, ‘How should a bishop be found in the 
morning, being dead?’, and decided that the appropriate posture was to lie 
on his back with his arms crossed over his breast. This he did, and, to 
quote his own words, ‘Nothing happened, and my arms getting cold, I put 
them back under the coverlet and went to sleep’. 


EUTHANASIA 

We all, I think, agree that as doctors it is our first business to prolong life, 
while life can be prolonged. Sometimes a patient will beg us to help him 
to die. More often a relative will beg us, not always from disinterested 
motives, to put him out of his misery, as if he were taking a blind and 
toothless dog to the veterinary surgeon. I, personally, hold that euthanasia 
puts the doctor in the dangerous position of judge, jury and executioner all 
in one. I do not consider that any doctor can accept such an assignment 
without the danger of dulling the finer edge of his conscience, or that our 
profession can accept such a role without losing the trusted and honoured 
position it holds today. But whilst it is our duty to prolong life, it is cer- 
tainly not our duty te prolong the act of dying. When can we say that a 
patient is dying? 

Here there is a great difference between the young and the aged. The 
young have almost unpredictable powers of recovery, and it is very unwise 
to decide that a child or young adult has no hope of recovery until he is 
actually dead. We must go on fighting—and hoping—until the end. 

With the old death is more likely, and it may at any time terminate an 
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illness that in a younger man might be recoverable. But the mere fact that 
the illness from which the patient is suffering is usually fatal, does not mean 
that he is dying. Even when suffering from inoperable cancer he may re- 
cover sufficiently to be able to go back for a time to business, and to lead 
for several weeks a contented and even a happy life. At the extreme of life 
even to be alive at all, to sit in the sun and turn over rich memories, is 
happiness. The signal that death is at hand is when remedies that have 
helped before no longer do so, when sepsis advances in spite of antibiotics, 
when digitalis will no longer steady the heart, when morphine will not 
ease pain. 
HOME CARE 

When the patient is clearly dying, the doctor’s role takes on a new aspect. 
He is no longer concerned with fighting for recovery, a fight that may often 
make him advise measures that distress the patient. He is now concerned 
only with ministering to comfort and peace of mind. 

For an old man or woman who is seriously ill but may recover, the best 
place is usually the hospital. For one who is dying the best place, or at 
any rate the happiest place, is his own home. Although it will add greatly 
to his work, to the number of visits he must make for small medical atten- 
tions or merely for friendship, the doctor should try to keep the dying man 
at home, and to encourage his relatives to give him this last solace. For 
most people the home is associated with the experiences and the surround- 
ings that make his personality. The pattern on the wallpaper, the shaft of 
sunlight coming through the window, the school groups and wedding 
photographs on the wall, the creak of the door, the postman’s knock, the 
recurring noises of the street outside, all these make a familiar pattern in 
a mind that is drowsing over the past and wondering about the future. He 
wants a book, a gramophone record, flowers in the vase that used to stand 
on his desk, his own red silk handkerchief. They are all at hand. He would 
miss them in hospital. He may be very trying, shouting at his attendants, 
browbeating his family. They must be persuaded to humour him, to let 
him have his own way. It will not be for long. 

One reason that the old man is far happier dying at home is that he is 
not subjected to the Florence Nightingale tradition that cleanliness is more 
than godliness, and that neatness is more than kindness. If the family can 
do some or all of the nursing, so much the better. They know how to 
humour him, and the service will keep them from fussing and will give 
them a sense of importance. They should be reminded not to fuss him. 
He need not be washed very often, nor need his bed be tidy at all times. 
Mouth washes are more important than face washes, and the occasional 
rinse with an antiseptic lotion will add greatly to his comfort. 

The dying eat very little, and what they do swallow is for the most part 
selected for its digestibility. Little residue reaches the large bowel, and no 
more than two motions a week are likely to be desired. As long as flatus 
is passed freely and there is no obvious distension, there need be no anxiety 
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because a motion is not passed. An enema should, however, be given if no 
motion has been passed for more than a week, since retained and dried 
scybalous masses can cause troublesome impaction in the elderly. 

Urinary incontinence, or overflow with incontinence, is more likely to be 
a trouble in the elderly. If the trouble is simply an inability to empty the 
bladder, a soft rubber catheter should be passed at eight-hourly intervals. 
If there is lack of control, and urine is being passed at frequent intervals 
into the bed, the best device is a nappy, made of turkish towelling, and 
changed every four hours, with a waterproof draw-sheet under the buttocks. 


THE RELIEF OF PAIN 

One of the chief medical problems in the care of the dying is, of course, 
the relief of pain. When a man is dying it is essential that he should know 
that he will not be allowed to suffer pain, that he should not suffer, and 
that his relatives should realize that he is not suffering. Two things must 
be kept in mind about morphine, the queen of the pain-relieving drugs. 
First, that it is most effective when given by injection, and hypodermic 
injections mean frequent visits by the doctor if there is no trained nurse 
in charge, and frequent painful pricks to the patient. Secondly, that mor- 
phine causes nausea or vomiting in one patient in five or six, and mental 
depression in an even greater number. An attempt should therefore be 
made to give the necessary drugs by mouth, and to avoid morphine as long 
as possible. 

I have a very small personal pharmacopeeia, and I know of no drug 
equal to morphine except heroin, which is much more effective, but which 
has such a bad press as a drug of addiction and the chief merchandise of 
international criminals, that we would do well to avoid it. ‘Omnopon’ is 
greatly favoured by house surgeons and ward sisters, but I do not know 
why. I have found it to have no virtues that morphine does not possess, 
and to be less potent in considerably larger doses. Pethidine is excellent 
when the pain is due to colic, but for other pains it is not very effective. 

Once recourse has been had to morphine it will be needed in gradually 
increasing quantities, so that other drugs should be tried if and while the 
pain is still moderate. Aspirin will often give complete relief, alone, or 
reinforced with phenacetin and caffeine, or with one of the barbiturates 
such as ‘sodium amytal’. Alcohol is an invaluable tranquillizer and pain 
reliever, not only in the dying, but in many serious illnesses. If a patient 
is on continuous intravenous medication, the addition of 5 per cent. alcohol 
to the fluid gives a useful addition to the caloric intake, produces a welcome 
euphoria, promotes sleep, and often renders morphine unnecessary. For 
the dying, whisky may prove the best of tranquillizers. 

The group of tranquillizers is a new one in therapeutics. I have not 
sufficient personal experience to discuss it, but there is an excellent review 
of them by Leiberman and Vaughan (1956). The one that is most often 
recommended in the care of the dying, especially those dying of cancer, is 
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chlorpromazine. The action of this drug is said to be that of a medical 
leucotomy, damping down the emotional reactions. Although the patient 
may still feel pain he no longer worries about it. Although he knows he is 
dying, he could not care less. 

Hyoscine can be an admirable tranquillizer when combined with mor- 
phine, and it should always be given a trial, but its action is quite unpre- 
dictable, particularly in the aged. In most cases it gives gentle, happy 
sedation, but in a few it produces violent, almost maniacal, excitation. 

The pain of advanced cancer is sometimes due to secondary effects of 
the disease, and may be relieved by drugs other than analgesics. The pain 
of sepsis will be relieved by antibiotics. The pain of secondary deposits in 
bone will often yield to hormone therapy. 

The use of surgery in relieving the pain of cancer has been dealt with 
admirably by Norman Dott (1955). Surgery should be seriously considered 
when the pain is intolerable, when the probable duration of life is at least 
three months, and when the time could be usefully employed were the pain 
to be relieved without heavy sedation. 

The great standby in the last weeks of life is the ‘Brompton mixture’, of 
which the formula, as used at Guy’s Hospital, is: 


Morphine hydrochloride... .. . ..eeeeess } grain (16 mg.) 
Cocaine hydrochloride. .... . weeeeeesses 1/6 grain (11 mg.) 
ES ee. eT een en rege 1 ounce (28.5 ml.). 


Made up to 2 ounces (57 ml.) with gin, brandy or some palatable liqueur. 

When indigestion and flatulence are troublesome, créme de menthe makes an 

excellent excipient. 
This mixture is given three times a day. The morphine may be increased 
to the amount necessary to alleviate pain. The cocaine may also be increased 
as tolerance is established. Patients taking this mixture rarely need hypo- 
dermic injections in addition. The cocaine not merely counteracts the 
depression occasioned by the morphine, but gives that wonderful feeling 
of well-being and exhilaration which makes it the most dangerous of all 
the habit-forming drugs. It brings optimism when there is no hope, a cer- 
tainty of recovery while death comes nearer. 


AS THE SHADOWS DEEPEN 

In the presence of approaching death the practitioner’s role is a dominant 
one. He may have brought the patient into the world. Nearly always he 
has been with him in the major crises of his life, has cared for him when 
sick, has advised him when puzzled, has cheered him when despondent, 
and has rejoiced with him in good fortune. The death-bed is the end of a 
long association, and the look of gratitude in the clouding eyes and the 
grasp of the weakening hand tell the doctor how much that association has 
meant to the dying man. 

The doctor’s first and last duty is to his patient, but as the last hour 
approaches he should slip more and more into the background, and hand 
over to the family. If the family has been a happy one, they will have much 
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to say to each other, even more to communicate that cannot be said. They 
will be helped by being told as much as possible about what is being done, 
what is happening, and what will happen; that the patient is not suffering 
and that he will not be allowed to suffer; that he is not really conscious 
but in a peaceful coma that will go on to death; that death is likely to come 
in so many hours. They will be glad to be given some useful task of fetching 
and carrying, to take their minds off the harrowing events of the bed- 
chamber. Often they are more in need of sedatives than the chief actor. 


THE LONELINESS OF DEATH 
I have recently watched my dearest friend dying. He was one of the greatest 
British writers and philosophers and the malady that was slowly creeping 
upon him had left his mind unclouded. ‘Dying is something you must do 
alone’, he said to me on my last visit. The loneliness of death is its most 
awesome aspect. The thought of that journey unaccompanied into ‘the 
undiscover’d country from whose bourne no traveller returns’ strikes fear 
into the heart of the cynic as his hour approaches. ‘On some fond breast 
the parting soul relies’. Almost the greatest service the doctor can offer the 
dying man is to give him the assurance that he will be with him to the 
end, still holding his hand as he steps on to the ferry. 


SHOULD WE TELL? 
Should we tell the patient that he is dying? There is no ready answer to 
this question, for it depends upon so many things: on the man’s religion, 
on his character, on his family and business affairs, on the probable mode 
of his death; above all on whether he really wishes to know. 

The devout Catholic demands to know when death is at hand, and would 
feel that a great wrong had been done to him if he were not told. In such 
a case the information should be given by the priest. The business man 
may have to be told that he is dying, if he needs to make some disposition 
of his property, or if he is about to indulge in some financial adventure 
that might leave his widow in trouble. Most dying men should be advised 
to make a will if they have not already done so, but this course can be 
advised tactfully as a matter of prudence, without any suggestion that it 
will be the last chance. 

When a man is going to die—and this problem arises frequently after an 
operation that has discovered inoperable cancer—his wife or nearest relative 
should always be told. She must know for how long an illness she should 
prepare, and what symptoms are likely to appear so that she may be pre- 
pared with a comforting explanation. She will be helped if we tell her that 
if she plays her part with courage, as we are sure she will, and does not 
let him guess, by word or gesture, that she knows the truth, she will be 
bearing her husband’s burden for him. We may also seek her advice as to 
how much he should be told. 

If the patient is to be told, the news should be broken to him early, while 
it is still a distant prospect and not an imminent extinction, while he still 
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has time to adjust himself and to plan how he will spend the time that 
remains. If he asks we must answer. We must not remain silent, nor must 
we tell lies. On the other hand, we can so soften, manipulate and present 
the truth that it is no more than a clue, one that does not demand the 
humiliation of open acknowledgement, but one that gives a hint that, when 
followed, will lead to the truth. As a rule, however, patients do not ask, or 
if they do they do not want the truth, but are only seeking to be reassured. 
We know that they know when they cease to ask questions, but adopt a 
game of make-believe as a substitute for a situation that would be other- 
wise hard to bear. 

But except in the case of the unusually intelligent, the dying man seldom 
believes that this can really happen to him. He knows that the doctor 
thinks he is dying, but he hopes he may be wrong. He has been ill before, 
and has recovered. He hopes that he may do so again, and show the gloomy 
Jonahs where they are wrong. We must do everything to support this hope, 
for optimism is the greatest analgesic. Hope is the most certain tran- 
quillizer. We must go on with treatment, and follow the course we have 
laid down, not casually, but in every meticulous detail. If he asks for further 
opinions, by all means let him have them. If he has heard of some magic 
drug, send for it and administer it with serious attention, however bogus 
it may be. The value of injections in the treatment of patients dying of 
carcinoma is inexpressible, because ‘a course of injections’ is associated in 
most minds with modern therapeutics, with drugs of strange potency, and 
with a plan of treatment spread over a long period and requiring many 
weeks to produce a recognizable effect. The injection need not be given 
more than once a week, but that weekly ‘prick’, administered with due 
ceremony, means treatment, hope, belief that something is being done and 
that improvement is just around the corner. 


NUNC DIMITTIS 

An intelligent patient will come eventually to know the truth. He has 
thought over the story we have told him in the long night hours of painless 
wakefulness, he has compared it with the steady deterioration that he can 
feel and see in the mirror, and he has come to realize that a deception has 
been staged for his benefit. He realizes that it was done to help him, and 
he is thankful that the truth has come gradually and that he has had time 
to consider it in all its implications. He realizes, too, that it is far better 
for both of them that his wife should not know that he knows, or that he 
knows that she knows, and that the last few weeks will be intolerable unless 
he continues to play the part we have allotted to him. Only by an under- 
standing look or a long squeeze of the hand is the secret that might be 
unendurable sometimes communicated. 
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WE all know the kind of patient who comes equipped with a ready explana- 
tion for every symptom. This man will often go on to prescribe his own 
treatment. He may even offer a prognosis, because he is widely read in all 
the talk about disease which unceasingly gushes from the lay press. Not 
many years ago the advantages of disseminating medical knowledge among 
the public were loudly proclaimed. Fear of disease would be minimized, we 
were told, by timely instruction; and the chances of serious lesions being 
detected at an early curable stage would be much greater if descriptions of 
the first symptoms and signs were readily available. What has been the result 
of all this publicity? I would not suggest that failure has been complete, but 
it does seem clear that, for every person who stands to benefit from the 
circulation of gossip about illness, there must be a dozen others who turn it 
into fodder for their hypochondria. 


THE LAYMAN AND HIS EYES 

‘The symptoms connected with vision are immensely varied and sometimes 
fascinating. Sight is the chief of the special senses, and links up in most 
people’s minds with a lot of religious feelings and folk-lore. The namber of 
old wives’ tales about visual troubles and their alleged remedies is far greater 
than that pertaining to any other aspect of medicine. We might therefore 
have expected the average layman to make even more confident pronounce- 
ments about his visual upset than he does about other medical episodes. 
That expectation is abundantly fulfilled. 

One very common mistake is to assume that visual disturbance must be 
due to some defect of the eyes themselves. We know that the eye is a mere 
telephone receiver or camera constructed to transmit messages and impulses 
to higher centres for sorting and interpretation. We are also aware that the 
act of seeing is almost inconceivably complicated, that the visual cortex is 
connected with auditory, tactile and other special regions, and that current 
impressions are constantly being corrected or distorted by the memory of 
past experience. Such knowledge is by no means confined to doctors, but 
medical training and experience do in fact give us exceptional opportunities 
to realize that the eye, as an instrument of vision, is far less significant than 
the man in the street assumes. 

Two important principles follow from what I have so far said. First, the 
symptoms of visual disturbance do not exclusively concern ophthalmologists. 
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There is perhaps a tendency, now that so many technical methods of testing 
the visual function have been evolved, to send patients to an eye specialist 
at the first mention of disturbed vision, but these symptoms often arise from 
changes in the central nervous system or in other organs remote from the 
eyes, so that they should first be sifted by the family physician. The second 
principle that I want to emphasize is that a great many vital facts about the 
visual function can be ascertained by physicians and others without special 
training in ophthalmology. Thirdly, I would stress the importance of a 
careful history. 
HISTORY-TAKING 

It is our business to prune out irrelevant matter, to prompt his memory 
with due avoidance of the leading question, and we should finally try to 
mould his version into a coherent story. Some clinics favour a list of printed 
questions in order to avoid missing any relevant information, but that 
method has its disadvantages. A rigid form of questions is no doubt essential 
for certain government departments, insurance companies and the like, 
but in ordinary clinics it often makes questioning formal and unrealistic. 
History-taking must be individual, and new patients usually want above all 
to blurt out their main complaints. A doctor who starts with a series of 
standardized questions will cut no ice. 

Power of observation varies from patient to patient, and is by no means 
directly proportional to volubility. As soon as we have discovered the chief 
complaints we should, as a rule, try to bring out things which the patient 
may otherwise leave unmentioned. For instance, a transient attack of 
blurred vision coming on several years ago and leaving no residual disability 
might seem irrelevant to the patient, but the physician might find it a 
signpost to disseminated sclerosis. There is a third grade of subjective 
disturbance exemplified by field defects. Some of these cannot be discovered 
by questioning alone. They have to be demonstrated by screening or peri- 
metry. At any stage further questions may be prompted by a chance remark 
of the patient, so that flexibility should be one of the key-words for history- 
taking. Other factors which can augment the value of a history are adequate 
time, privacy, freedom from interruption, and serious (but not solemn) 
concentration on the part of the examiner. 


PAINFUL AND TIRED VISION 
Painful vision is a loose but not meaningless expression. Many victims of 
anxiety neurosis and obsessionalism are plagued with fears that revolve 
round the visual faculty. Some of them are afraid of straining their eyes or of 
becoming unduly dependent upon glasses. Others may perhaps have 
elaborated a phobia about cataract or glaucoma or some other disease with 
which they are preoccupied. Reading hurts their eyes. Cinemas and tele- 
vision bring on a headache. Needlework is agony. Nevertheless, they can 
effortlessly read the smallest test-types, distant and near. Their eyes betray 
no inflammatory or degenerative signs, and their ocular muscle balance is 
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perfect. Either their refraction is normal or their refractive error is already 
corrected by glasses—but without benefit. 

Two important mistakes are commonly made about people with painful 
vision. First, the patient may be prematurely referred to an eye clinic before 
his anxiety neurosis has been recognized. Secondly, organic lesions may be 
dismissed as functional upsets. Ocular discomfort aggravated by the close 
scrutiny of distant or near objects can be an early symptom of meningitis. 
Disseminated sclerosis may likewise be responsible for painful vision, and in 
its early stages there may be no corroborative signs in the rest of the central 
nervous system. 

Tired vision is not uncommonly associated with painful vision. It may be a 
sign of general debility, anxiety neurosis, diabetes mellitus, or presbyopia— 
to mention only a few of the possibilities. Sometimes, patients recovering 
from a severe illness or a major operation will first become aware of difficulty 
in any sustained visual effort, but their trouble cannot always be solved by 
glasses or eye exercises. A general medical overhaul is often indicated. 


DEFECTIVE VISION 

Defective vision is a relative term. Some people suffering from gross defects 
manage to persuade themselves that they have good sight. Others are ren- 
dered miserable by a minor disability of one eye. Bilateral sudden blindness 
is usually of toxic origin, but in some of these cases ocular examination may 
supply important clues. A patient afflicted with sudden blindness from the 
action of uremic toxins upon his occipital cortex, for instance, may well have 
been suffering from blurred vision before the onset of blindness, in which 
case examination with the ophthalmoscope might show renal retinopathy. 
This fundus lesion is logically related to, but not directly responsible for, 
the blindness. One interesting feature of cortical blindness is that the patient 
is often blind to, i.e. unaware of, his blindness. The same unawareness on the 
part of the patient is often evident in cortical field defects. 

Vision may be defective in respect of detail, whether for near or distant 
objects or both, or in respect of brightness, or perhaps with regard to colour. 
Loss of colour-sense is a well-known indication of pituitary neoplasms, but 
the earlier stages of this disturbance are not usually demonstrable without 
special tests. 

Sudden black-out may be due to reduction in the amount of blood 
entering the retinal arteries, as happens when an invalid rises too suddenly 
after prolonged decubitus, or an airman plunges down in a steep rotatory 
dive. Sudden blurring of one eye, unaccompanied by ophthalmoscopic 
signs and followed by slow recovery within two or three weeks, is strongly 
suggestive of disseminated sclerosis. These attacks of retrobulbar neuritis 
may be the first and only manifestation of the disease for many years, but 
many patients will be found on inquiry to have suffered from previous 
episodes, e.g. disturbances of sensation, or transient weakness of one limb. 
Unilateral failure of vision from myelitis usually spreads to the other eye 
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within a few days. Other important causes of visual defect without patho- 
logical signs in the ocular fundi and media are malingering and hysteria. 


: DEFECTIVE NIGHT VISION 

Defective night vision can exist without any of those destructive changes in 

the retinal periphery which characterize retinitis pigmentosa. In the early 

| years of this century Nettleship was able to trace more than a hundred 

| sufferers from essential night-blindness back to Jean Nougaret, a seventeenth ) 
century inhabitant of Vendémian, France. This form of defective night ; 
vision is hereditary, congenital, stationary and unaccompanied by visible 
changes in the eye. It is often endemic. Another well-known cause of de- 
fective night vision is cirrhosis of the liver, but here we are probably dealing 
with a vitamin defect. In the 1939-45 War vitamins were often administered 
with the object of improving night vision in air pilots. Sometimes the need 
was genuine, but it is now generally agreed that many alleged instances of 
vitamin defect were in reality cases of anxiety neurosis. 


COLOURED VISION AND PHOTOPHOBIA ] 
Coloured vision.—Erythropsia (red vision) can arise from visual tract lesions, 
although more commonly it is a consequence of intra-ocular disease. 
Patients being dosed with santonin or with extract of male fern to combat | 
their intestinal worms may notice xanthopsia (yellow vision); and digitalis | 
can make people see everything green or blue. Another strange result of 
digitalis administration is to make the patient see things white, as if they 
were covered with snow. 

Photophobia is a prominent and may be a prolonged feature in many cases 
of pink disease (erythreedema polyneuritis). The victims of meningitis, 
especially the tuberculous variety, often show marked resentment of light. 
So may children in the early stages of pneumonia. Other possibilities to be 
borne in mind are riboflavine deficiency and hysteria. 





DOUBLE VISION ; 
First we must make sure that a patient complaining of diplopia is not 
suffering from the uniocular variety. If he is still conscious of diplopia or 
polyopia when one eye is covered, then almost invariably this symptom is j 
attributable to irregularity of the refractive media, especially of the lens. 
Next it should be remembered that troublesome double vision can arise 
without any actual paralysis of eye muscles, and the reverse proposition is 
also true—namely, that partial or complete paralysis of an ocular muscle does 
not always produce multiple images. Another important point is that double 
vision is not always appreciated as such, even by intelligent adults. If the two 
images are very close together, as they may be in slight paresis, the patient 
may not realize their duplicity. He may simply complain that things look 1 
muzzy or giddy or dazzling. | 
Bearing in mind that diplopia can arise from cardiovascular disorder, | 
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intracranial aneurysm, injury, neoplasm or abscess, syphilis, diabetes 
mellitus, Graves’s disease, meningitis, exogenous poisons, lesions of the 
accessory sinuses, myasthenia gravis and a number of other maladies, we 
have to inquire carefully about any associated symptoms noticed at or near 
the time when things began to go double, and also about past illnesses. An 
observant patient can provide valuable clues by going into details about his 
diplopia. Is it constant or intermittent? Is it experienced on looking at near 
objects or distant ones, or both? Is it noticed only or mainly when he gazes in 
some particular direction? Are the two images side by side, or is one higher 
than the other; and is either of the images tilted? Tilting immediately 
suggests a weakness in one of the four vertically acting muscles. 

A previously healthy middle-aged man noticed one day while lighting his pipe 
that the bowl appeared double, That symptom recurred at variable intervals for a 
week or two, and then he began to feel confused in his walking, especially when he 
looked downwards. Even this meagre information suggested that he was afflicted 
with weakness of a depressor muscle in one eye. The two depressors are the inferior 
rectus and the superior oblique. But the superior oblique has its own separate 
nerve-supply and is more likely than the inferior rectus to be affected by intra- 
cranial disease. Superior oblique palsy was, by far, the most likely guess to account 
for this man’s initial symptom, and the guess was readily corroborated by further 
tests. Soon afterwards he developed cedema of both optic discs, and his intracranial 
neoplasm was found inoperable. 

Another suggestive history is the complaint of horizontal diplopia for 
near objects only. In such a patient it will probably be found that, although 
each eye possesses a full range of movements in all directions, yet the two 
eyes fail to converge jointly upon a near object. Lack of sustained con- 
vergence is fairly common after debilitating illness or head injury, and as the 
outcome of anxiety neurosis and long hours of close work, e.g. dentistry. 

Simple testing of eye movements without recourse to any apparatus will 
often suffice to indicate which muscles are weak. It is best to follow a 
regular plan. 

Starting from the primary position, i.e. looking straight ahead, the patient pro- 
ceeds to turn both eyes to the right, left, upwards and downwards; and then he 
looks in the four main oblique directions, up and to the right, down and to the 
left, and so on. Even those who feel that their knowledge of the ocular muscles has 
rusted can easily ascertain whether the movement of either eye is limited in one or 
more directions. They can also detect abnormal movements, notably upshoot or 
downshoot of either eye when it looks horizontally towards the opposite side. 

There is one further source of fallacy. A patient may come complaining 
of double vision, and in reply to our inquiry he may say that objects at almost 
any distance often go double, and that the separation is horizontal. Testing 
shows no limitation of movement, and he can readily converge both eyes 
upon objects less than ten centimetres away. Then perhaps he goes on to 
give a negative result in specialized ocular muscle balance tests. In such a 
case the usual explanation is physiological diplopia, a phenomenon which 
anyone can easily demonstrate for himself if he holds up a pencil or finger 
in line with a farther away object on which he concentrates his attention. 
The pencil will be double; and if the experimenter then changes his focus to 
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the pencil he will make the pencil single, but the farther away object will 
be duplicated. That is physiological diplopia, of which we are all capable, 
but normally the symptom does not obtrude, being counteracted by adaptive 
instincts. Chavasse had good reason to invent the expression introspective 
diplopia as an alternative to physiological diplopia, because many of the 
typical complainants are excessively analytical, and meticulous to the verge 
of obsessionalism. 
SOME OTHER SYMPTOMS 

Metamorphopsia is not always due to macular changes. Partial calcarine 
lesions, cerebellar disturbance and disease of the labyrinth can all produce 
apparent alterations in the shape of objects seen. 

Field defects.—Owing to the big overlap of the two fields, remarkably large 
defects in one eye may remain unnoticed, especially if they come on gradually 
as in certain pituitary neoplasms. Other things being equal, scotomas near 
the fixation point are more likely than peripheral gaps to obtrude themselves. 
Right hemianopia is more troublesome than left to those of us who read. 
Transient hemianopia is one of the recognized manifestations of migraine. 

Disturbed orientation is characteristic of parieto-occipital injury or disease 
in which large numbers of association fibres have been interrupted. Some of 
the patients suffering from lesions of the labyrinth or brain-stem display the 
oculostatic phenomenon. That is to say, they topple over if they try to stand 
still and watch a moving object. Spasmodic fixation is one result of lesions 
involving the internal capsule; and the eyes may remain glued in one direc- 
tion for hours at a time. In Parinaud’s syndrome there is disorganization of 
the associated vertical movements of the two eyes. The anatomical seat of 
trouble is the posterior commissure, through which pass all the fibres 
responsible for conjunctive upward and downward eye movements. 

Photopsia, or flashing sensations, are readily produced by pressure or 
blows upon the eye, as when a boxer is said to see stars, but this symptom 
can arise in many other ways, some of which are imperfectly understood. 
Petit mal and major epilepsy may both be heralded by an aura of light; 
and the scintillating scotoma of migraine is well known. 

Hallucinations have often been reported in patients suffering from 
neoplasm or vascular disease of the occipital cortex, and they can be devastat- 
ing in advanced diabetes mellitus. 


I remember one elderly man almost blind from diabetic retinopathy. He was 
carried into my office in a bucket, because both thighs had been amputated on 
account of diabetic gangrene. All this he was content to endure, but what got him 
down was the endless tramp of multitudes marching through his brain. Poor man, 
he had hoped that these ‘visions’, as he called them, might be stopped by a few 
eye-drops. 

Similar processional reveries can be induced by drugs, and nowadays 
mescalin is in the news, but I find it difficult to believe that anyone will ever 
rival the dream accounts of De Quincey. He knew just the right amount of 
opium needed to conjure up those resplendent panoramas which are held 


suspended for all time in the magic of his prose, 











TAR AND THE SKIN 


By P. D. C. KINMONT, M.B.E., T.D., M.D., M.R.C.P. 
Consultant Dermatologist, Derbyshire Royal Infirmary 


NEARLY 2000 years ago Dioscorides described the use of tar in the form 
of asphalt, as a panacea for cutaneous afflictions. During the last sixty years 
tar in one form or another has been used freely. Brocq (1909) advocated 
pure crude coal tar derived from the manufacture of illuminating gas. 


White (1921), following Brocq’s method, found that pure tar of local origin often 
produced acute irritation; he therefore used it in 6 per cent. strength. It has since 
been realized that tars from different sources of coal or even different samples of 
coal from the same source, vary considerably in the analysis of the recognizable 
constituents, after treatment in various types of oven, or by different methods of 
distillation. Some compounds are lost by volatilization and others are polymerized 
during distillation. European tar is usually the product of low-temperature car- 
bonization in horizontal retorts. American tars, by comparison, are derived from 
high-temperature distillation, and have a much higher naphthalene content. 
Combes (1954) suggests that this may account for the irritant reactions which 
White mentions. 

There seems to be general agreement that crude coal tar is more effective 
than any of its fractions, distillates or solutions. Indeed, the tradition 
persists that the further one gets from the messy, odorous, staining crude 
tar, the less effective will be the preparation, although doubtless it will be 
more pleasant to use. There still lingers a touching faith in the product 
from the iocal gasworks in some clinics, despite the variability of its chemical 


constitution. 


CRUDE AND SYNTHETIC TAR 
According to Combes (1944), the principal products of tar distillation are :— 

Light oils up to 200° C.:; Pyridines, crude tar bases (e.g. quinolines, isoquinal- 
dine), xylene, naphtha, benzene. 

Middle oils 200 to 250° C.: Phenol, higher tar acids (e.g. cresol, orthocresol, 
cresylic acid), xylenol. 

Heavy oils: Naphthalene, dimethyl naphthalene, methyl naphthalene, mono- 
methyl naphthalene. 

Anthracene oils 300 to 350° C.: Phenanthracene, fluorescein, anthracene, car- 
bazole. 

Pitch. 

There is complete disagreement concerning which fractions are active or 
desirable in a tar which is to be used for local application. According to 
Combes, some ingredients which are useful in one stage of a dermatosis 
may be harmful in another. He suggests for the acute phase a low tar acid 
and moderate naphthalene content, and for the chronic phase a high tar 
acid and low naphthalene content. The dispenser at Jadassohn’s clinic was 
instructed to obtain his supply from the depths of the barrel: ‘in der Tiefe 
liegt die Wahrheit’. Presumably this ensured that the tar contained less light 
oils and tar acids and a higher content of middle and heavy oils, naphthalene 
and anthracene oils. 
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Simon and Brandt (1953) recorded three cases of eczematous hyper- 
sensitivity to crude coal tar. Patch tests were negative for the common 
aromatic fractions but positive to shale oil. Baer et al. (1955) produced 
reactions to 10 per cent. crude coal tar in petrolatum in 37 per cent. of 
patients, whereas with shale and bituminous tar products, ‘ichthammol’ and 
naphthalene, there were only 2.5 per cent. 

In the British Pharmacopeia, prepared coal tar is made by heating the 
crude material to 50° C. for one hour. The British Pharmaceutical Codex 
offers an alternative, crude coal tar. The Pharmacopzaial alcoholic solution 
of coal tar is perhaps the most frequently prescribed material of this kind. 
The official products give rise to the following objections:—({1) They are 
dark in colour and unpleasant to apply. (2) They are difficult to dispense 
properly, especially in stiff ointments and pastes. (3) They are of inherently 
variable composition. (4) They are known to cause a proportion of adverse 
skin reactions. (5) They contain known carcinogens. 

It has long been known that crude coal tar applied to very large areas in 
high concentration, especially if the skin is broken or the patient is very 
young, may be dangerous owing to absorption of some chemical constituents. 
Crude coal tar has a photodynamic effect; unpleasant reactions may occur 
if an area of skin is exposed to direct sunlight within twenty-four hours 
after coal tar was applied. This does not occur with bituminous products. 
Crude coal tar contains carcinogens, notably benzpyrene (Alexander and 
Macrosson, 1954; Fisher, 1953), and Berenblum (1948) drew attention to 
the o.1 per cent benzpyrene content of solution of coal tar B.P. 

In view of the disadvantages of crude coal tar, attempts have been made 
to produce a more desirable substitute by Becker and Obermeyer (1935), 
Jaffrey (1929), Butterworth (1950), Nelson, Mayne and Osterberg (1927), 
Fanburg (1952), and Combes (1947). Some of these were less effective than 
coal tar; in others the authors claimed that the product was as efficient and 
more acceptable. 

SCOPE OF PRESENT INVESTIGATION 
A new synthetic tar is now available, which has the following formula:— 





% wilw 
Phenol 4.17 
o-Cresol 4.17 
Quinoline 2.08 
Pyridine 2.08 
a-Picoline 2.08 
‘Toluene 8.33 
Xylene 4.17 
Anthracene 4.17 
Phenanthrene 16.66 
Carbazole 10.43 
Naphthalene 41.66 

100.00 





0.24 per cent. of this mixture is regarded as equivalent to 1 per cent. of 
prepared coal tar B.P. 


This report is concerned with the relative therapeutic efficiency of the 
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synthetic ‘tar’ compared with prepared coal tar B.P. Each tar was used in 
a hydrocarbon base, and in an oil-in-water emulsified base: — 


%o wiw 
Cetomacrogol emulsifying wax B.P.C. 10.0 
Liquid paraffin B.P. 20.0 
Glycerin B.P. 10.0 
Methyl! hydroxybenzoate B.P.C. 0.2 
Distilled water B.P. to 100.0 


The test materials.—As can be seen from the formula, the synthetic ‘tar’ 
consists of purified constitutents in proportions rather similar to Guy’s 
formula (Guy et al., 1939). The fractions corresponding to the light oils, 
however, are not eliminated. The ‘tar’ has certain benign characteristics :— 

(1) Preparations may be colourless or white. (2) It is readily dispensed in 
emulsified creams or in hydrocarbon bases for pastes. (3) The composition 
is fixed and constant. (4) Inert substances and known carcinogens are 
eliminated as far as possible. 

The preparations employed in the trial are shown in table I. 








: Supplementary 
Base Tar ingredients 
= = | 
o/w Cream* 3% Prepared coal tar B.P. _ 
o/w Cream* 0.72% Purified fractionst — 
White soft paraffin | 3% Prepared coal tar B.P. 1% Salicylic acid 


11.5% Starch 
1: : ; 11.5% Zinc oxide 
White soft paraffin 0.72% Purified fractionst 1% Salicylic acid 
11.5% Starch 
| 11.5% Zinc oxide 














*An oil-in-water base, emulsified with a non-ionic emulgent. 
tReputedly equivalent to 3% prepared coal tar B.P. 
TABLE I.—Preparations used in the trial. 

The method.—Dermatoses suitable for the applications were selected: i.e. 
mainly the more chronic stages of eczema dermatitis but also some cases 
of guttate and flexural psoriasis. The trial was carried out under a standard 
method of application and, so far as possible, symmetrical areas were used. 
The results were assessed by a single observer who was not aware which 
particular preparation had been used. In all, 603 observations were made 
on 281 patients. (A detailed report on the conduct and statistics of the trial 
is to be published.) 

RESULTS 
Beneficial results were observed in 81 per cent. of all patients treated with 
the synthetic tar, and in 63 per cent. with prepared coal tar B.P. Adverse 
reactions were observed in g per cent. of all patients treated with the syn- 
thetic tar and in 22 per cent. with prepared coal tar B.P. 

A detailed statistical analysis shows beyond reasonable doubt that the 
synthetic tar is likely in general to have a more favourable effect than pre- 
pared coal tar B.P. The hydrocarbon base gave a clinical impression of 
superiority over the emulsified base, but the statistical analysis did not 
confirm the significance of this conclusion. It had been supposed that 
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prepared coal tar B.P. was likely to be particularly effective in the eczemas 
of childhood, in adult atopic eczema and in psoriasis. It was surprising 
therefore to find that there was no evidence that the ‘synthetic’ tar was any 
less superior to natural tar in these groups, than it was in all types of chronic 
dermatosis. Folliculitis was observed in 14 cases, shared equally between 
the tars, but 11 cases occurred with the emulsified base and three with the 
hydrocarbon base. 

No great difference in the erythema reaction to ultra-violet light radiation 
after application of either tar was noted. In a small series of psoriasis 
patients treated in this manner, however, greater progress was made with 
the prepared coal tar B.P., suggesting that the synthetic tar had a lower 
photosensitizing index. 

CONCLUSION 
Under the conditions of the trial, ‘synthetic’ tar produced a higher degree 
of improvement in the chronic dermatoses than prepared coal tar B.P. In 
view of the cosmetic acceptability, the lower tendency to produce adverse 
reactions and the superior clinical efficiency, the ‘synthetic’ tar is preferred 
to prepared coal tar B.P. in the treatment of chronic dermatoses. 


SUMMARY 

(1) The effect on the skin of a ‘synthetic’ tar, in a hydrocarbon base and 
in an oil-in-water emulsified base, is compared with that of prepared coal 
tar B.P. ; 

(2) 281 patients were treated with one or more preparations, giving a 
total of 603 observations. 

(3) The ‘synthetic’ tar proved more efficient, less liable to produce adverse 
reactions, and cosmctically superior to the prepared coal tar B.P. 

(4) There was little evidence that either base was notably superior to 


the other. 

Professor W. Hobson of the Department of Social and Industrial Medicine, 
Sheffield University, and Dr. G. H. Jowett of the Department of Statistics, Sheffield 
University, have been kind enough to advise on the statistics on this trial. 

Messrs. Genatosan Ltd. provided the tar preparations for the trial. 
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GENERAL PRACTITIONERS’ FORUM 


THE ROYAL SOCIETY OF MEDICINE 
AND GENERAL PRACTICE 


By G. M. KERR, M.B., B.S., F.F.A.R.C.S., D.A. 
President, Section of General Practice, Royal Society of Medicine 


UNTIL as recently as 1950 we family doctors had inadequate opportunities 
for meeting to discuss between ourselves the multitude of problems we 
face in practice. In order to appreciate the full significance of this grave 
disadvantage it is necessary to review briefly the usual life-cycle of a general 
practitioner. 


THE LIFE-CYCLE OF A GENERAL PRACTITIONER 

First of all, then, there is the decision to enter practice. This should be 
based on a primary interest in human beings and their reactions to ill 
health which is in marked contradistinction to pure pathology, the dominant 
factor for our consultant colleagues. Unfortunately, nowadays many who 
fail to attain consultant status are forced into practice as a last resort and 
often find such a life difficult because of this fundamental difference in 
approach. 

Secondly is the period of introduction and apprenticeship which, on the 
average, occupies about five years. The amount of help he can expect to 
receive during this trying time varies from little or none at all in a single- 
handed practice to a great deal in a helpful partnership. He will meet a 
multitude of clinical entities for which he has received no preparation as a 
student and only in the course of time can he become familiar with all these 
vagaries quite extraneous to hospital experience. He is therefore forced to 
‘learn by experience’ for which the price is shared (unequally) by the 
patient with his health and the doctor with his reputation. 

Thirdly, having become a family doctor, he must try to keep up to date 
and improve his efficiency. What facilities exist to help him here? Current 
literature is associated preponderantly with the specialties and is therefore 
of little practical value to him; we are fortunate to have The Practitioner, 
our monthly stand-by for nearly 100 years. Postgraduate courses and local 
meetings seldom prove really helpful when they are promoted by con- 
sultants with hospital patients for teaching material. Such cases are ipso 
facto out of the realm of general practice and for the most part are mainly 
of academic interest. It must here be emphasized again that the family 
doctor and the consultant differ fundamentally in their approach to and 
interest in any case. 

Finally, he retires and what he may have lost in academic subtlety he has 
gained in clinical wisdom. The great tragedy now apparent is that all too 
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often this wisdom he has bought so dearly lives, retires and dies with him 
—leaving his colleagues to find the same pitfalls along the same hard road 
of experience. 

Such a typical life-cycle emphasizes one factor in particular—the isolation 
in which each family doctor lives and works out his own salvation. 


COMBATING ISOLATION 

What, then, is the remedy for this national loss of knowledge? The answer 
can only be in the coordination of ideas from as widely representative a 
gathering of family doctors as possible. It was for this purpose that the 
Section of General Practice was inaugurated at the Royal Society of Medi- 
cine in 1950. This section meets at 8.15 p.m. on the third Wednesday of 
each month from October to May and every subject discussed is one of 
practical importance in our daily work. The opening speakers are family 
doctors, followed by consultants when appropriate, and then at least an 
hour is devoted to subsequent open discussion by members and guests. 
Reports of some of the meetings are published in the Proceedings of the 
Society for the benefit of those unable to attend. 

In this way a start has been made to correlate and record our hitherto 
individual approaches to general practice—with proven untold benefit. 
Apart from the value of the organized meetings, the opportunity to exchange 
viewpoints with such a wide variety of one’s colleagues is of inestimable 
value. The success of this serious attempt to better our doctoring lies in 
large meetings which will then be more truly representative and the out- 
come of deliberations thereby more authoritative and helpful. 

A further step in the coordination of family doctors took place in 1951 
with the inauguration of the College of General Practitioners which also 
will help to safeguard against this isolation and loss of knowledge. That 
general practice is itself a specialty with an approach and problems quite 
different from consulting medicine is too often overlooked. We can best 
help each other because we alone know the conditions of our work and we 
are therefore likely to gain greater benefit by such exchanges of ideas than 
by continuing to rely upon teaching from consultants. 


R.S.M. JUBILEE 
This year the Royal Society of Medicine celebrates its jubilee, although the 
parent body, the Medical and Chirurgical Society of London, was founded 
in 1805. It therefore seems an appropriate time to remind general practi- 
tioners throughout the country of the unique opportunities with which 
Fellowship of the Society and Membership of the Section present them. 
The Society is an academic body, without political interests. Each clinical 
specialty is represented by a section arranging its own programme through 
its elected council. Members of sections may attend meetings of their own 
sections, receive the published reports of those meetings, make use of the 
Society’s medical photographic unit, and use the Society’s Club, with 
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restaurant, bar, lounge and changing rooms. Fellows, who pay a higher 
subscription, have all the privileges of members and, in addition, may 
attend meetings of all sections and use the Society’s library, which is the 
most comprehensive medical library in the Commonwealth. 

The Society’s House is situated at 1 Wimpole Street, London, W.1, and 
full details about membership may be obtained from the Secretary. 


PHENOXYBENZAMINE AND VITAMIN K IN CHILBLAINS 


By DAVID WHEATLEY, M.D. 
Twickenham, Middlesex 


Tuts article describes a clinical impression trial which I have conducted 
in general practice, designed to compare the effects of ‘dibenyline’ with 
those of vitamin K in the control of chilblains. I have previously reported 
good results from the oral administration of vitamin K in cases of chilblains 
(Wheatley, 1947,1950). Thereare, however, certain disadvantages attendant 
upon the use of this substance. There is usually a delay of five to eight days 
before any relief of symptoms is obtained and dosage must be continued 
for as long as cold weather persists. This entails the inconvenience to the 
patient of the prolonged ingestion of 3 to 6 tablets daily. There is then 
always the possibility that doses may be forgotten and the treatment ren- 
dered ineffective. 

‘Dibenyline’ (Nickerson and Nomaguchi, 1951) is phenoxybenzamine, a 
new vasodilator drug which combines effectiveness with prolonged action 
(Duff, 1956; Boyd, 1956). Gourlay (1948) suggested that the production of 
vasodilatation might provide a means of treating chilblains. He used nico- 
tinic acid for this purpose and claimed good results. Nicotinic acid, however, 
is not an entirely satisfactory vasodilator and has been mainly superseded 
by the newer synthetic drugs, of which ‘dibenyline’ is one of the most 
recent. The main advantage of using a vasodilator drug is that the action 
is immediate. As with vitamin K, prolonged treatment is necessary for as 
long as adverse weather conditions continue but, owing to the more rapid 
effect of vasodilators, omissions of treatment by the patient can be promptly 
rectified. ‘Dibenyline’ has a prolonged action for some twenty-four hours 
and this distinguishes it from all other vasodilator drugs. If effective it 
would therefore prove ideal for the treatment of chilblains, since a single 
daily dose would suffice. 


METHOD 
Twenty-eight cases were studied over periods of four to five winter months. 
Because of this prolonged observation, it was felt that spontaneous remis- 
sions due to weather variations could be discounted. Each patient was first 
treated with either vitamin K (acetomenaphthone) by mouth (20 mg. thrice 
daily) or ‘dibenyline’ (5 to 20 mg. nightly), also by mouth. The subsequent 
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r maintenance dose of vitamin K varied between 30 and 60 mg. daily, whilst 
y the single daily dose of ‘dibenyline’ was adjusted as necessary. When either 
e sustained clinical relief of symptoms had been achieved or when it was 
apparent that there was no effect from one drug, treatment was changed 

d to the other one. Maintenance treatment was then continued with which- 


ever drug the patient preferred or with the first drug administered if the 
effect of the second one was not as good. 

The severity of the lesions varied considerably and this was classified into 
three grades: mild, moderate and severe. In mild cases there was minimal 
swelling and inflammation, the lesions were usually confined to the toes and 
the only symptom was itching. In the moderate cases, the tissue reaction 
was more sevcre with lesions occurring in several situations at the same 
time. In the severe cases there was considerable swelling and inflammation, 
usually with cracking of the skin and sometimes secondary infection. Dis- 
ability from the latter lesions might be quite marked, patients being unable 
to put on their shoes or work with their hands. No particular correlation 
with poor peripheral circulation was noted in any of the cases. 

Using the foregoing criteria, the severity of the chilblains in the cases 
studied was as follows: mild, nine cases (32 per cent.); moderate, 12 cases 
(43 per cent.); and severe, seven cases (25 per cent.). The patients consisted 
of 25 women, one man and two girls of 7 to 10 years old, the total age 
distribution being as follows: under 20 years, two cases (7 per cent.); 
between 20 and 39 years, 14 cases (50 per cerit.); between 40 and §9 years, 
eight cases (29 per cent.); and 60 years and over, four cases (14 per cent.). 
It is seen therefore that the majority (75 per cent.) of cases were of mild 
or moderate severity and that the incidence was almost entirely female. 

The toes were affected in every case, and in 13 this was the only site of 
the lesions. In 12 cases, the heels were involved as well, the calves in five, 
fingers in five, hands in four and nose in one. The results did not appear 
to be influenced in any way by the site of the lesions. Two patients had 
auricular fibrillation and so were not treated with ‘dibenyline’ and this drug 
was also withheld from one old lady who complained of faintness after 
taking it. 


i i ed ee ed 


RESULTS 

Clinical results were assessed in three grades: complete relief of signs and 
symptoms, partial relief, and no relief. Of 24 patients treated with ‘di- 
benyline’, 20 (83 per cent.) obtained complete relief, three obtained partial 
relief and one obtained no relief. The corresponding figures for 14 patients 
treated with vitamin K were: complete relief in 11 (79 per cent.); partial 
relief in two, and no relief in one. Both the failures responded on changing 
to the alternate drug. Of eight patients with equal response to both drugs, 
four preferred to continue with ‘dibenyline’ and four with vitamin K. 


SIDE-EFFECTS 
No side-effects were encountered with vitamin K, but seven patients taking 
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‘dibenyline’ experienced the usual side-effects encountered with this drug. 
These were trivial in five, consisting of nasal ‘stuffiness’, slight drowsiness, 
oral dryness and epigastric discomfort. These side-effects did not prevent 
the continuation of treatment, although one of these patients preferred to 
have vitamin K. Oral dexamphetamine proved to be effective in counter- 
acting any drowsiness produced by the drug and local vasoconstrictor 
drugs were also used to relieve nasal ‘stuffiness’. Of the other two cases, 
the lady of 83 has been referred to already. The second case was a woman 
of 42 who complained of nasal congestion, palpitations, epistaxis and 
dyspnea while taking 10 mg. daily. Reduction of the dose to 5 mg. daily 
did not effect any improvement, and she was changed over to vitamin K. 


DISCUSSION 

It would seem from these results that there is little to choose between the 
two drugs as regards effectiveness in relieving chilblains. Each has certain 
advantages over the other. Vitamin K rarely produces any side-effects, 
apart from occasional gastric irritation. On the other hand, there is usually 
a delay of five to eight days before any relief of symptoms is obtained and 
dosage must be continued as long as cold weather persists. There is the 
added inconvenience of having to take six tablets daily, although main- 
tenance can sometimes be achieved on less. With ‘dibenyline ’ side-effects 
are also usually slight, but occasionally they are unpleasant enough to make 
the patient prefer vitamin K. On the other hand, relief of symptoms is 
rapid with ‘dibenyline’, usually occurring after the first or second dose and 
treatment is easy with a single capsule daily. Omission of treatment does 
not necessitate a further ‘lag period’ should it become necessary to institute 
treatment again. This is of advantage when the weather is variable as the 
patient need only take the drug when required. 


SUMMARY 

An account is given of the relief of symptoms obtained by treating 28 cases 
of chilblains with either oral vitamin K or the vasodilator drug, ‘dibenyline’. 
The cases were observed in general practice over periods of four to five 
winter months. On either treatment, approximately 80 per cent. of the 
patients experienced complete relief of signs and symptoms. ‘Dibenyline’ 
has the advantages of rapid action and of medication once daily only, 
although side-effects occasionally make vitamin K preferable. 
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THE PRIME MINISTER’S HEALTH 


WILLIAM PITT THE YOUNGER 


By R. GUEST GORNALL, M.D., M.R.C.P, 


Physician, Warrington Infirmary 


‘Give me health and a day and I will make the pomp of Emperors look ridiculous’. 
—Emerson. 


ONLY too fresh in our minds is the importance of an iron constitution to the 
leader of the Government and we have notable examples in our recent 
history of how the gift of robust health, or the lack of it, can vitally influence 
events. The stress of a politician’s life in modern times is thought to be so 
great that an inquiry has been suggested into ways of mitigating the con- 
tinual strain—a feature of twentieth-century existence not unknown in 
other walks of life. 

Exceptional gifts, both of mind and body, must obviously be possessed by 
the Prime Minister to enable him to cope with his arduous life and to 
maintain a mastery of affairs at all times—but particularly in periods of 
continual crisis; and this, not in our day alone. When the position of 
Premier first developed it was at its most exacting; for then, without many 
regular or organized supporters, he had to fight for the control of policy 
through long and arduous debates, needing sustained brilliance of oratory 
as well as every histrionic art at his command, if he was to carry the day; 
and with all-night sittings a regular occurrence. No wonder that surrounding 
nations stared when the youthful William Pitt was summoned to this 
exalted office. 

Was there any mystery in his being carried off prematurely at the age of 
forty-seven when his father, the great Chatham, had lived to seventy, and 
his mother to a great age as well? Or was it simply the trials of office—and 
surely he had more than his share—or was it the crushing disappointment 
of the apparent failure, in spite of years of careful work, of the plans he had 
patiently matured to cu. -b the Emperor Napoleon? 


THE BACKGROUND 

The eighteenth century—the last century before industrialization, when 
men were uninhibited colourful individualists—was a time when, according 
to William Cadogan! ‘the laudable qualities, most in fashion, were, keeping 
mistresses, cheating at the gaming tables and at Newmarket, indulging in 
every excess and refinement in eating and drinking, and speaking in 
Parliament’, and the time of Parson Woodforde’s gargantuan feasts at the 
vicarage—and, of course, old port and gout. Of port there was plenty and 
it is surprising to note that throughout the French occupation of Portugal? 
it flowed into this country unceasingly; but it is only justice to point out 
that it was a much weaker potation in those days and that the two-bottle 
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man was only being served with a very moderate-sized bottle. 

And of gout there was plenty too, about which the profession and the 
public had their opinions. It is true that this metabolic mystery, known 
from antiquity, of which the treatment had been fairly rationally established 
in the century since Sydenham’s classical description, had become extremely 
common in the eighteenth century, and the number of treatises published 
in the second half of the century was legion; everyone had to write one. It was 
Cadogan who said: ‘I verily believe there are more gouts in England than in 
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William Pitt (1759-1806). From a contemporary Wedgwood 
plaque, by courtesy of the Cheshire Pitt Club. 


all the rest of Europe”, a state which he attributed to our ‘universal good- 
living and freedom from a superstitious religion’. It may not be without 
significance that articles on gout today come in a steady stream from the 
United States, whilst here it is the forgotten disease. Johnson and Boswell 
knew it well enough and are found discussing Cadogan’s recently published 
book, over the tea cups at Dunvegan on their Hebridean tour, and the learned 
lexicographer is expressing himself dogmatically on the author’s use of the 
term ‘inherited’*. Even James Parkinson of shaking palsy fame had to write 
his ‘observations’, and one wonders whether that competent Shoreditch 
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practitioner, when he was appearing before the Privy Council because he 
would not restrict himself to medicine but indulged in writing political 
pamphlets (his ‘Revolution Without Bloodshed’ was critical of Pitt) saw 
anything of clinical interest in the Prime Minister who was present at his 
examination on one occasion’. 

There is no doubt that the dominant gene responsible for the gouty cycle 
ran in the Pitt family and even Lady Hester Stanhope developed it in later 
life but, although various intercurrent circumstances may precipitate an 
attack of painful arthritis in a patient whose uric-acid pool is increased by 
over-indulgent living and by inherited metabolic defect, studies show no 
increased mortality in gout compared to the general population®. In taking 
account of an eighteenth century description of disease, we must also 
extricate ourselves from the prejudices of the times, when the conception of 
irregular gout was a fad which ran riot among contemporary physicians, 
so that even lay opinion ridiculed the idea. Horace Walpole exclaimed at the 
notion that George III’s psychosis was gouty and must be treated by 
provoking an attack ‘of the regular sort’. Yet this was suggested by Dr. 
Addington for Pitt’s father when he was also showing signs of mental dis- 
turbance, and it was commonly practised in many dissimilar conditions. 
Unfortunately, in spite of the passage of centuries and the recognition of 
some of these early diagnostic absurdities, so that we may have to look 
elsewhere for the explanation of the Premier’s early death, the whole 
question of irregular gout is still sub judice, and in the many articles published 
during the last two decades, most of them emanating from the United States 
and containing up-to-date reviews of the biochemistry, the concept of 
visceral gout is definitely accepted’. 


THE PATIENT 
That the medical history of certain celebrities was made very public, as in 
the case of the Opposition Leader’s cirrhosis, is shown by the following 
excerpt from the Press :— 


‘This day at twelve o’clock, the operation of tapping was performed on Mr. 
Secretary Fox by Mr. Cline in the presence of many members of the faculty, and 
upwards of sixteen quarts of water were removed’® 


In another case, that of Pitt’s royal master, although extensive details were 
kept and reported to the Privy Council by his many physicians, for reasons 
of State these were concealed, and only recently has a picture of a lifelong 
manic-depressive tendency, leading to increasingly prolonged periods of 
insanity, been made out®. 

In the case of William Pitt the recorded details are meagre. His physicians 
left no records, his biographers concentrated on political events and he 
himself, in keeping with his courageous and dedicated personality, per- 
sistently made light of every breakdown both to allay his mother’s fears 
and to prevent political uncertainty. We do know, however, that he was a 
delicate child, who was educated at home, and early showed signs of genius. 
From the first he was prepared for facing the parliamentary footlights. His 
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father’s trepidation in sending him to Cambridge at the tender age of 
fourteen was fully justified when he immediately developed an acute illness 
there (typhoid or rheumatic fever has been suggested, both capable of leaving 
lifelong sequelz), which lasted several months, and it was a year before he 
resumed his studies. 

The rest of his life was one of continual work and very few holidays, with 
the irregular hours of unfettered bachelordom; but his drinking habits, 
despite Whig propaganda, were moderate for his day and the few that knew 
him well said ‘he indulged in no expensive tastes’!®. His aloof manner, 
though partly the result of isolated upbringing and often shed in contact 
with his intimates, was also part of the actor’s pose which was expected of 
personalities and developed to a high degree for parliamentary purposes. 
His vigorous and vehement oratory made him a star turn whom all were 
impatient to hear, and Wordsworth, just down from Cambridge and in a 
mood to be critical of Tory policy, was one of many who found their way to 
the strangers’ gallery!'. Not only can we make out a series of episodes of 
painful arthritis in Pitt, but he was regularly disturbed, and perhaps even 
more disabled, by upper abdominal symptoms throughout his life. His 
attacks of vomiting in the house are well known, and, when still twenty-four, 
he was described as ‘actually holding Solomons Porch Door open with one 
hand while vomiting during Fox’s speech’!®. The next two years saw him 
losing weight to eleven-and-a-half stones and his tall and lanky frame was 
in marked contrast to the obesity of his fellow members, so that he was 
forced to admit in a letter to his mother ‘the charge of looking thin I do not 
deny’!”. 

As the years went on he had increasing attacks of both his symptoms 
but he knew there was no-one to take his place and his sense of duty kept 
him at his post. No doubt, however, he was glad to make a political excuse 
for resigning at the age of forty-two. He was quite unfit to take up the 
Premiership again in 1804 but he once more shouldered the burden. His 
final illness lasted on and off for about a year and in addition to gout he had 
so much vomiting and became so emaciated that no doubt he had a pyloric 
lesion as well. It is significant that his mind remained clear throughout and, 
although infective endocarditis® has also been suggested as his terminal 
illness, the eye-witness account of fever! was a general expression and before 
the days of the clinical thermometer. The immediate cause of his death was 
confidently attributed by his friends to the news of the battle of Austerlitz!® 
but, although this was no doubt the psychosomatic coup de grace, he was a 
dying man long before that. 


THE PHYSICIANS 
Two medical men are particularly associated with William Pitt. The first 
was Dr. Anthony Addington, who had a very orthodox education, becoming 
F.R.C.P. and Goulstonian lecturer in 1756 and using his friendship with 
Pitt’s father to further the political ambitions of his family. Hewas interested 
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in mental disease and the elder Pitt became very dependent on him when, 
in his last few years, periods of depression affected him so that ‘he sat most 
of the day leaning his head upon his hands’. Addington, we know, looked 
after the delicate younger Pitt at the same time when, after his acute illness 
at Cambridge in 1773, he was brought home to convalesce, taking four 
days on the journey because of his weakness. Up to the time he was fit to be 
moved he had been attended by Dr. Robert Glynn, a man who had retired 
from practice in London on being made a Fellow of King’s". This gentleman, 
who had a reputation for scholarship to match his youthful prodigy of a 
patient, had such a healthy scepticism that he would use none of the pre- 
vailing remedies of the day, a perspicacity which was thought at the time 
to be incredibly eccentric. 

Addington having retired, Pitt had as second adviser a very likeable per- 
sonality, a man of Baconian ‘middle temper’, who continued as his friend for 
the rest of his life. Sir Walter Farqhuar, although of good education and con- 
siderable medical training, acquired an extensive London practice without 
any degrees, setting up as an apothecary on the recognized grounds of having 
been a surgeon’s mate in the Forces. Later, when he was so established that 
his patients included the Prince of Wales, be became a physician and 
achieved the unique distinction of receiving his first academic recognition, 
M.D. Aberdeen, and also a baronetcy, all in the same year at the age of 
fifty-eight"*. It says much for his tact that he could remain on good terms 
with ‘Prinny’ as well as act as personal physician to Pitt, who to the last had 
great faith in his ‘Regimens’, and with whom he stayed all the time during 
the last illness until he was forced to lie on a bed ‘overcome with fatigue’”. 

In the last weeks of Pitt’s life two notable figures in medical history 
joined the group assembled at the bedside at Putney: Mathew Baillie and 
Henry Revell Reynolds; and if the dying man’s last hours were passed 
without much effective treatment they were not unattended by ceremony. 
Baillie, the younger of the two, was at the height of his fame; nephew of the 
Hunters, he had given up his hospital appointments to devote himself to his 
large practice and the large income which went with it. He was the last to 
use the gold-headed cane now in the Royal College of Physicians as a 
prized relic. The picture of the eighteenth century consultation, the age 
before the dawn of scientific medicine, when personality and prestige were 
the chief among the therapeutic weapons, is complete, with the older 
Reynolds, the Beau Brummel of the profession, lending his decorative 
presence. To the end of his days, which stretched into the nineteenth 
century, he was never to be seen without ‘a well powdered wig, silk coat, 
breeches, buckled shoes, lace ruffles and a gold headed cane”, 


CONCLUSION 
As one trained in a school where a diagnosis was expected to be well pruned 
with Ockham’s razor, it would certainly be in keeping to explain all Pitt’s 
symptoms on the basis of hyperuricemia, for there is a type of gout described 
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as occurring in a lean subject, with a greater tendency to gastro-intestinal 
disturbance, particularly pylorospasm'*. The experience of the years, 
however, shattered my faith in the Medizval sage’s aphorism, having come 
in contact with more cases than was thought possible showing multiple, and 
apparently unrelated, pathological lesions. I think, then, that it can be 
assumed that, in addition to his gout, Pitt had a recurring upper gastro- 
intestinal lesion which, whatever there may have been of cardio-respiratory 
changes hinted at in the final medical bulletins*, was reponsible for his 
eventual demise in a state of extreme emaciation. 

Pitt’s common sense and long-sightedness were typically English, his 
integrity a new phenomenon in politics, and he showed courage of a high 
order in accepting office in spite of continual ill health; a triumph of the will 
over bodily infirmity which, although so often seen by the doctor in practice, 
never fails to evoke wonder and admiration. Had he lived a little longer he 
would have received the even greater acclaim, which we see given to a 
victorious wartime leader, than he was given as the architect of victory. 
His responsibilities were just as great as his modern counterpart, his being 
essentially an individual effort, and if he was spared the age of speed with the 
ceaseless traffic of the mind which it has brought with it, he could see his 
objectives all the more clearly. Further, he was denied the well-informed 
electorate which the vast social changes since his day have brought into 
being, who would have understood the necessities of his policies and no doubt 
enjoyed his forthright oratory over the modern communication network. 

It matters little at this distance of time what it was the great statesman 
actually died of, except to throw into relief his unenviable position as regards 
access to medical treatment, compared with his twentieth century opposite 
number. On medical grounds alone, I doubt whether any modern politician 
would be willing to change places, however busy his life appears to be, to 
that other Westminster, even if to poetic sensibility it appeared, at least in 
the early morning, that ‘Earth had not anything to show more fair’?’. 
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CURRENT THERAPEUTICS 
CXIX._STEROID ANESTHESIA 


By R. P. HARBORD, M.D., F.F.A.R.C.S., D.A. 
Reader in Anaesthesia, University of Leeds 


STEROID anzsthesia is still in the stage of development, yet it offers a fair 
challenge to established procedure. Selye (1941a), experimenting with large 
doses of steroid hormones, found that he could produce a state of anzsthesia 
which permitted surgery and was reversible. 

Precisely how steroids cause anesthesia is not known, but they appear 
to affect the main line of biological oxidation at the dehydrogenase level and 
not at the cytochrome level as in the case of the barbiturates (Gordan et al., 
1951). A further distinction is that, whilst the barbiturates act almost 
instantaneously when given intravenously, at least one steroid which can be 
given in this way has a latent period before the patient becomes unconscious. 
An intermediate metabolite may therefore be the active factor (Gordan 
et al., 1956). 

Several difficulties had to be overcome before steroid anesthesia could be 
satisfactorily used in man. There is, in general, a correlation between 
hormonal activity and anzsthetic action (Selye, 1941b). Pregnanedione, 
however, had no hormonal effects and 21-hydroxypregane-3, 20-dione, 
sodium hemisuccinate, or hydroxydione, a derivative of pregnanedione, 
could be given intravenously in a watery solution (Laubach et al., 1955). 

In this country Pfizer Ltd. and Organon Laboratories put up hydroxy- 
dione in the form of ampoules, each containing 0.5 gramme of a white 
crystalline powder known as ‘viadril’. The solution is colourless and odour- 
less; 0.1, 2.0 and 2.5 per cent. solutions have pH values of 7.8, 8.5 and 9.8 
respectively. 

Hydroxydione exists in the ionic state in solution and will dissolve in 
isotonic sodium chloride solution or 5 per cent. dextrose in water. Galley 
and Rooms (1956) have noted that pethidine, d-tubocurarine chloride and 
suxamethonium, when injected into a 0.5 per cent. hydroxydione solution, 
caused precipitation, whereas thiopentone, thialbutone, gallamine, atropine, 
neostigmine, nikethamide, nalorphine and methylamphetamine did not. 


EFFECTS OF HYDROXYDIONE ON ANIMALS 

Cattaneo and Fava (1956) state that neither bilateral nephrectomy nor liver 
damage by carbon tetrachloride modified the activity of hydroxydione in 
different species of animals. Nevertheless, the work of Venning and Browne 
(1937) makes it highly probable that hydroxydione is broken down in the 
body and excreted in the urine after conjugation with glycuronic acid. The 
lethal dose in animals is high. 
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Cattaneo and Fava (1956) reckoned that the LD,, (killing 50 per cent. of the 
animals) was 95 mg. per kg. body weight. Laubach et al. (1955) made a comparison 
with thiopentone in dogs. Doses of 100 mg./kg. hydroxydione compared in effective- 
ness with 25 mg./kg. thiopentone. Three out of seven died from 50 mg./kg. thio- 
pentone intravenously, as compared with only one death in eight dogs from 
300 mg./kg. of hydroxydione. 

P’ an et al. (1955) encountered much less cardiac and respiratory depression 
with hydroxydione than with the thiobarbiturates in animals. 


Taylor and Shearer (1956) found a marked respiratory depression after 100 
mg./kg. doses in the rabbit, yet at this stage the corneal reflex was present though 
sluggish, and a response could be obtained to ear squeezing. Working on cats, 
Taylor and Shearer showed that an intravenous injection of 50 to 100 mg./kg. 
of hydroxydione—given over 15 to 30 seconds—was followed by an immediate fal! 
in blood pressure which rapidly returned and then fell again over a more prolonged 
period. Rapid injections in cats caused apnea and convulsions. They also found 
that hydroxydione, given intravenously to a pithed cat, or one under the full effects 
of hexamethonium, caused a fall in blood pressure; this indicated a direct effect 
on the arteries. Depression of the amplitude of cardiac contraction and reduction 
of coronary blood flow in the isolated rabbit heart were less marked with hydroxy- 
dione than with thiopentone, but the duration of the depression was longer. 

Hydroxydione has metabolic effects. 


Stropeni et al. (1955) determined the blood levels of hydroxydione during and 
after anesthesia in the rabbit. During anzsthesia the change was slight, but after 
one-and-a-half hours the blood sugar rose and it did not return to normal values 
for four hours. Hydroxydione and glucose together produced a rise in blood sugar, 
which was not as high as when glucose was administered alone. Hydroxydione and 
insulin together were followed by a delay in the hypoglycemic action. 


THE INDUCTION OF ANASTHESIA IN MAN 

From the patient’s point of view, the induction with hydroxydione alone is 
longer than with thiopentone. Many patients expect to fall asleep immedi- 
ately after a thiopentone injection, whereas after hydroxydione they may lie 
awake for a few minutes and become somewhat apprehensive. Drowsiness 
follows and the facial muscles appear to relax as occurs in natural sleep. 
There may be a short period of vertigo. Unusual movements of the clonic 
type have been noted during the induction of anesthesia, particularly when 
no nitrous oxide is being given. These movements are sporadic and, whilst 
some appear to be initiated by an external stimulus, others seem to be 
spontaneous. There is no excitement at this stage. The jaw may have to be 
supported. Breathing is not much affected as judged from external 
appearances. 

Unconsciousness can occur from as little as 0.5 gramme of hydroxydione in 
subjects premedicated with ‘omnopon’ and scopolamine (Harbord and 
Wild, 1956). Others state that unconsciousness is unusual after dosage of 
this order (‘Taylor and Shearer, 1956). The fact that the vocal cords close 
when a stimulus is applied indicates that the protective reflexes may not be 
adequate to deal with a situation such as the vomiting of intestinal obstruc- 
tion, and it would seem inadvisable to use this drug when there is an aspira- 
tion hazard, as in surgical procedures for nose and throat operations. 

The slow induction can be avoided by the preliminary use of thiopentone 


the 
On 
ve- 
io- 


on 


et be 


—~ 


CURRENT THERAPEUTICS 615 


and suxamethonium with pethidine provided they are used judiciously. 
This will allow for intubation and, while nitrous oxide and oxygen is being 
given, a 0.1 per cent. hydroxydione drip can be started and run in as fast as 
possible. When it is felt that 500 millilitres is excessive the 0.4 per cent. 
solution should be used. It is possible for patients to awaken after 0.5 gramme 
of thiopentone before the action of hydroxydione on consciousness is mani- 
fested; this takes about ten minutes. The nitrous oxide and oxygen propor- 
tions should be such as to ensure unconsciousness. By this type of combina- 
tion it is possible to conduct anzsthesia satisfactorily with artificial respiration 
and full muscular relaxation without any further thiopentone or pethidine. 
Doses of hydroxydione of the order of 0.5 gramme will be needed for 
operations lasting approximately one to one-and-a-half hours. When the 
operation is likely to last from one-and-a-half to three hours a further 
0.5 gramme of hydroxydione is given after the first hour and a half. 


THE STATE AFTER OPERATION 

Provided the dosage has been carefully controlled the patient will awaken 
a few minutes after the nitrous oxide is withdrawn, but this should not be 
allowed until curarization has been reversed; prostigmine is usually 
necessary. There may be some restlessness but as a rule the patients lie 
quietly although conscious. Even though consciousness may not have 
returned, it is usual to find that the protective reflexes return rapidly 
provided curarization has been reversed. There is evidence that patients 
who have had previous operations under different forms of anzsthesia prefer 
hydroxydione (Galley and Rooms, 1956). 


ANALGESIC PROPERTIES 

Murphy et al. (1955) concluded that hydroxydione is ‘a true anzsthetic 
agent, as evidenced by its ability to control pain, obtund reflexes, produce 
relaxation, and produce sleep, all without depression of vital functions’. 
They were in the habit of using a technique with nitrous oxide anzsthesia in 
which they limited the barbiturate to 250 to 500 mg. To ‘control pain’ they 
injected supplementary doses of pethidine. The amounts of pethidine proved 
to be less with hydroxydione than would have been expected with thio- 
pentone. In 8g out of a total of 125 instances the dose of pethidine was 
between 50 and 150 mg., but the corresponding amounts of pethidine used 
with thiopentone are not revealed, and no evidence is published to show that 
the two series were comparable. Since they produced unconsciousness with 
nitrous oxide, it is difficult to follow the argument that pethidine could 
‘control pain’ in these circumstances. 

Taylor and Shearer (1956) repeatedly observed that although patients 
appeared to be deeply under the effect of hydroxydione, nevertheless a 
movement could be readily produced on stimulation, and nitrous oxide 
and oxygen was needed to give satisfactory operating conditions. They 
therefore concluded that hydroxydione had more hypnotic than analgesic 
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properties, but all that can be claimed from the observations is that 
hydroxydione produces unconsciousness, and stimulation results in reflex 
movements. 

Howland et al. (1956) found that the electroencephalographic pattern 
with hydroxydione resembled that of the thiobarbiturates, previously 
described by Kiersey et al. (1951). During the stage showing full suppression 
of cortical activity (below level 4), patients moved and breathed more 
deeply when clips were inserted into the skin. From this evidence they 
came to the conclusion that ‘hydroxydione is not an anesthetic in the true 
sense of the word, but rather is a nonanalgesic hypnotic’. On the other hand 
any drug which causes unconsciousness necessarily relieves the subject 
from the sensation of pain and therefore all anzsthetic agents must possess 
analgesic properties in some degree. Evidently hydroxydione does not 
depress reflex activity to skin stimulation to the same extent as do certain 
other anzsthetic agents. 

If doses of hydroxydione were given which produced a state just short of 
unconsciousness, as might occur with 0.3 to 0.4 gramme, and a painful 
stimulus was applied to the skin, then pain would probably be experienced. 


RELAXING PROPERTIES 
Murphy et al. (1955) used hydroxydione in doses varying from 1 to 1.15 
grammes for operations, 95 per cent. of which lasted for more than one hour. 
For upper abdominal surgery which has the greatest relaxation requirement, 
they table a group of 17 patients, of whom eight had a dose between 22 and 
33 mg. ef d-tubocurarine chloride, and only one patient exceeded this. Of 
the total of 125 operations, 85 were on the neck and no d-tubocurarine 
chloride was used. The relaxant drugs were ‘all effective in dosages con- 
siderably smaller than would have been employed had the patient been 
receiving thiopentone sodium-nitrous oxide-oxygen’. With doses between 
0.75 and 2 grammes of hydroxydione, Taylor and Shearer (1956) found that, 
although the jaw was relaxed, the state of the abdominal muscles was such 
as to make a laparotomy extremely difficult. They failed to find any re- 
duction in the need for relaxant drugs when using hydroxydione instead 
of thiopentone. Howland et al. (1956) support the contentions of Taylor and 
Shearer (1956) about the need for relaxant drugs, and Galley and Rooms 
(1956) state that the conventional doses of relaxants are required if full 
muscular relaxation is needed for abdominal surgery. 

Some idea of the relaxing effect of hydroxydione can be gained from 
attempts to use it for intubation without relaxant drugs. Murphy et al. 
(1955) state that ‘it is easily possible in most instances to intubate a patient 
without relaxants, once the “‘viadril” sedation is effective’. How long this takes 
is not divulged, but 91 out of 125 patients were intubated, presumably 
without relaxants. Taylor and Shearer (1956) had no difficulty in performing 
intubation by direct laryngoscopy after 1 to 1.5 grammes of hydroxydione, 
but the patient’s reaction was vigorous. Galley and Rooms (1956) found that 
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patients were ready for intubation after fifteen minutes from the beginning 
of the hydroxydione injection. They noted that if the vocal cords were 
touched, these reacted by closure and then opened again; they did not 
encounter intense laryngeal spasm as might occur with thiopentone. By 
contrast, Howland et al. (1956), using a dose range of 0.3 to 4.3 grammes of 
hydroxydione, with an average of 0.5 gramme, considered that intubation 
with this agent alone was a feat of skill, and the jaw muscles were not always 
sufficiently relaxed for laryngoscopy. 

There seems little point in performing intubation with hydroxydione 
alone when the procedure can be so readily and rapidly effected with 
relaxant drugs. 

EFFECTS ON THE VEINS 

When given in certain concentrations, hydroxydione has a potent irritant 
effect on veins, leading to thrombophlebitis, and Murphy et al. (1955) took 
elaborate precautions to avoid it. They used a freshly prepared 2.5 per cent. 
solution of hydroxydione which they gave intravenously using the medial 
cubital vein in the arm. A drip consisting of 5 per cent. glucose in water 
was set up, and during the administration of hydroxydione the stopcock 
was left wide open; the injection was given slowly at some distance from the 
arm so that the drug was washed into the vein by a large amount of fluid. 
It was reckoned that the final concentration of hydroxydione entering the 
vein was not greater than 1.25 per cent. In three out of 125 patients throm- 
bophlebitis developed despite the precautions. These three patients had 
widespread vascular disease. 

In a series of 126 patients Howland et al. (1956) used 2.5 per cent. hydro- 
xydione at first and subsequently changed to 1 per cent. They recorded one 
instance of phlebitis and one of extravasation. They noted that the 1 per cent. 
solution when given too rapidly caused some patients pain. Taylor and 
Shearer (1956) used 1.25 per cent. hydroxydione in 5 per cent. dextrose 
saline at first, but later changed to 0.5 per cent. hydroxydione in 5 per cent. 
dextrose in water. They found that venous thrombosis was the outstanding 
trouble, and stated that this was due to the irritant effects of hydroxydione 
rather than to pH alterations. Venous thrombosis still occurred with the 
0.5 per cent. solution. In the case of the 0.5 per cent. hydroxydione in 
5 per cent. dextrose in water, and excluding instances in which the drip was 
continued for some time postoperatively, they had a group of 70 instances 
in which it was definite whether or not the veins were affected. Thrombosis 
occurred in 15 instances. 

Dent et al. (1956) used 1 per cent. hydroxydione in 5 per cent. dextrose 
and encountered 83 instances of thrombosis in 107 patients. Galley and 
Rooms (19§6) originally used 2.5 per cent. hydroxydione by Murphy’s 
method except that they had the drip running at a ‘fast rate’ rather than as a 
‘stream’. They found venous thrombosis in most instances. Solutions 
weaker than 0.5 per cent. in physiological saline produced no ill-effects. 
Burstein (1956), on the other hand, used 0.1 per cent. solutions in over 500 
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patients without once encountering venous thrombosis. When there was 
reason to limit the fluids he used a 0.2 to 0.4 per cent. solution. 

The evidence therefore indicates that it would seem prudent to use 
hydroxydione in 0.1 per cent. concentration whenever possible; otherwise 
0.2 to 0.4 per cent. would be indicated when fluids have to be restricted. 


. EFFECT ON RESPIRATION 

Few measurements of respiratory rate and tidal volume have been made in 
man under steroid anesthesia. Howland et al. (1956), using a flow meter, 
made respiratory tracings in patients who had previously undergone laryn- 
gectomy. After recording the pattern in the conscious state, hydroxydione 
was administered in increasing doses. It was found that the respiratory rate 
usually increased and the tidal volume decreased. To produce an apneea 
of longer than one minute was difficult, although in one patient apnoea 
persisted for thirty minutes. The dosage range in the whole series was from 
300 to 4,300 mg. of hydroxydione, but no details of dosage are given in 
relation to the respiratory measurements. The respiratory changes may be 
affected by circulatory states: Hunter (1957) described an example of 
respiratory inadequacy in a fit subject after 1 gramme of hydroxydione when 
there happened to be hypotension (7o mm. Hg) at the same time. The 
respiration returned to normal when the blood pressure was restored by an 
injection of 5 mg. of methylamphetamine. 

Ansbro et al. (1957), after an experience amounting to 1000 steroid 
anzsthetics, describe the effect on respiration as the most undesirable feature 
of hydroxydione. They noted unusual respiratory patterns, including both 
fast and slow rates varying from 10 to 60 respirations per minute. In 10 per 
cent. apneea lasting from five to twenty-five minutes followed the injection 
of hydroxydione, and they claim that this was not related to the relaxant 
drugs used for intubation. One patient had a fast respiratory rate persisting 
for five hours despite the return of consciousness. 

The recognition of change in the depth of respirations, as judged by 
observation of respiratory movements or by changes in the size of reservoir 
bags, is difficult and unreliable except when the alterations are large. The 
opposite views of clinicians on the effects of hydroxydione on respiration 
may be related to this difficulty or to variations in technique. Cattaneo and 
Fava (1956) state that there is no respiratory depression unless concentrations 
higher than 2.5 per cent. are used by rapid injections in doses greater than 
1.5 grammes of hydroxydione, together with relaxant drugs in doses exceed- 
ing half to one-third of what are termed ‘the usual amounts’ after premedica- 
tion with pethidine in doses not exceeding 100 to 125 mg. Galley and Rooms 
(1956) state that doses of hydroxydione up to 2 grammes do fot appear to 
influence respiration, however quickly the drug is given. 

Burstein (1956) indicates that the main advantage of hydroxydione is the 
lack of respiratory depression. His technique includes the use of a 0.1 per 
cent. concentration given in doses varying from 200 to 2000 mg. after what 
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he terms ‘normal premedication’. Nitrous oxide or cyclopropane anzsthesia 


WV 
. was used as an adjuvant. Even if, in certain circumstances, hydroxydione 
wae depresses respiration, this is of no consequence in techniques in which 
rise spontaneous respiration is deliberately abolished. The rapid rates may be 
the result of an inadequate depth of general anzsthesia. 
All observers agree that artificial respiration can be induced with ease 
with hydroxydione and without the patient making his own attempts to 
in breathe in opposition. 
a EFFECTS ON THE CIRCULATION 
oe Harbord and Wild (1956) were able to produce evidence that the initial 
ate effect of hydroxydione (within the first ten minutes from the beginning of 
as the injection) was generally a fall in blood pressure of varying extent and a 
me slight rise in pulse rate. These changes were uncomplicated by surgical 
procedures. Murphy et al. (1955) noted hypotension soon after the admini- 


stration but did not consider it to be a dangerous complication. Galley and 
ie Rooms (1956) encountered occasional sharp falls in blood pressure which 
were not confined to elderly subjects. The reductions in pressure were 


“ moderate and responded well to the use of vasopressor drugs and even 
ke corrected themselves spontaneously. On the other hand, Taylor and Shearer 

(1956) suggest that the effects of hydroxydione were proportionate to the age 
an 

of the patient. They noted that the falls in blood pressure were not pre- 
id cipitous and were not complete until fifteen minutes after the injection. 
a They had large falls in pressure in five patients, all of whom were over 60 
th years of age. They noted a slow pulse rate in association with the hypotension 
a and, whilst the adoption of the Trendelenburg position had little effect, an 
me injection of methylamphetamine restored blood pressure. 
nt Hunter (1957) investigated two groups of patients. The first comprised 11 
1g patients who had up to 0.5 gramme of hydroxydione; all had some fall in 

blood pressure. The extent of the reduction was not considered dangerous 
vy although in two patients it persisted for two hours. The 13 patients com- 
ic prising group two had amounts of hydroxydione in excess of 0.5 gramme. 
* In all but one there was a steady fall in blood pressure from the beginning of 
so the administration, and minimal values were reached some fifteen to forty- 
d five minutes after the end of the injection. The blood pressure returned to 
a normal within about one-and-a-half hours. (A 0.2 to 0.4 per cent. solution 
“s of hydroxydione was used in both series.) 


There are very few reports of electrocardiographic changes and, apart 
€ from tachycardia, there appear to be no arrhythmias peculiar to hydroxy- 
dione. No reports have been found dealing with the effects of hydroxydione 
on the cardiac output or upon peripheral blood flow. Injections of hydroxy- ° 
dione have little dilating effect on the superficial veins. 


THE PRESENT POSITION OF STEROID ANASTHESIA 
No anesthetic agent when used without supplementation is satisfactory for 
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all purposes, and hydroxydione is no exception. Its relatively long induction 
stage is not unpleasant; it is much to be preferred to an induction with ether, 
and it can be shortened by a preliminary injection of a thiobarbiturate. 
Thrombophlebitis can be avoided by using 0.1 per cent. concentrations. The 
prolonged action of hydroxydione differentiates this drug from thiopentone. 

Hydroxydione appears to have some muscle-relaxing effect but this cannot 
be compared with that of drugs like d-tubocurarine chloride. Relaxants must 
be used with hydroxydione for abdominal surgery ; they may not be necessary 
for head and neck operations. Intubation is unsatisfactory without relaxant 
drugs. Reflex stimulation from surgery appears to be more marked with 
hydroxydione than with other agents, but nitrous oxide and oxygen inhala- 
tion is generally sufficient to overcome this difficulty. Artificial respiration 
can be readily induced in a patient under hydroxydione and, although 
depression of respiration may be marked, it is possible to conduct anesthesia 
with a satisfactory spontaneous respiration. The effects on the circulation 
are variable and may be advantageous; they do not appear to be dangerous 
provided the dosage is kept within reasonable limits. 

At the present time hydroxydione seems most satisfactory when combined 
with other agents (nitrous oxide-oxygen and relaxants) for prolonged major 
operations. The condition of patients after major surgery is difficult to 
assess, but clinical impressions suggest that the recovery period after 
hydroxydione compares very favourably with that of other anzsthetics. 

Further uses for the drug are under investigation. It has been employed 
satisfactorily in states of delirium tremens (Laborit et al., 1955) and in 
tetanus (Coirault et al.,1956). 
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EQUIPPING THE SURGERY 
XI._THE DOCTOR’S BAG 


By GEOFFREY BARBER, O.B.E., M.B., B.Cum. 
Great Dunmow, Essex 


“Tue little black bag’ is the traditional hall-mark of a doctor. Indeed, 
thirty years ago policemen would only venture into one notoriously tough 
corner of London if they went in pairs, but the medical student ‘on the 
district’ could venture into the most doubtful alleys, provided he carried 
this badge of his calling in a sufficiently prominent way. Since that day the 
bag has changed both in its shape and in its contents; partly because of the 
enormous changes in medicine during that period, and partly because 
fashion takes a hand as much here as in the doctor’s clothes and in his 
method of getting about his practice. But figure 1 may be of interest, as it 
is a photograph of the actual bag which was used in this country practice 
when my predecessor started as a young man in 1890, along with a few of 
the instruments which he carried in it. 


THE OBSESSIONAL AND THE EXTROVERT 

In Dr. Stephen Taylor’s book ‘Good General Practice’, he records the 
results of his visits to ninety-four selected doctors. He made a detailed 
examination of each doctor’s bag. No two bags were alike, and there is 
probably no quicker way of judging both the type of the work that a doctor 
does, and the type of man that he is, than by taking a look inside his bag. 
One would expect the country doctor to carry more about with him than 
his town brother, and on the whole this is probably true; but the character 
of the man himself is a much more important factor. The obsessional type 
will have a bag which is so tidy that it looks as if it had never been used, 
sometimes it is so large that it is in effect a portable consulting room, or 
it may be reduced to a very miniature affair, complex and intricate so that 
its use requires a satisfying ritual. At the other end there is the cheerful 
extrovert, in whose bag you may find anything from salmon-flies to choco- 
late, or impedimenta of oil painting to toys for the grandchildren. It is 
sometimes of interest to look at one’s own equipment objectively, and try to 
read from it what manner of man one is oneself! 


HOW MANY? 
Taylor found that some doctors carried several bags, each containing equip- 
ment for different occasions: for routine use, for special investigations, for 
accidents, and for obstetrics. During the past thirty-odd years I have 
experimented with all these types, but the tendency to have the wrong one 
at the wrong time, soon cured me of multiplicity. Obstetrics need a special 
bag, otherwise I try to have a bag which will contain at any rate something 
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to cope with all the usual happenings in general practice, and yet which 
has room to carry any special equipment as need arises. 
Figure 2 is a photograph taken twenty years ago, with the equipment 





Fic. 1.—A doctor’s bag in 1890. (a) bag; (b) stethoscope; (c) case containing guide for 
sinus incision and cutting tongue-tie, and four sizes of trocar and cannula; (d) intra- 
uterine two-way douche; (e) cranioclast; (f) cephalotribe; (g) multiple cutting blades 
for ‘wet-cupping’; (h) tooth-key and assorted blades; (i) bladder sound; (j) probang; 
(k) plessor and pleximeter, encircled by cytometer. 


then in use. It was still of the open Gladstone type: what one might call a 
grandchild of the bag shown in figure 1. 


THE CONTENTS 
Figure 3 shows the present bag. It is of the modern chest-of-drawers type, 
with a flap in the lid for papers. With the bag are illustrated the contents. 
Note that no rubber gloves are carried. Scrupulous scrubbing-up and 
finger stalls take their place. 

In figure 4 is shown the folder to which certificates and forms of every 
kind are attached by paper clips. The advantage of this arrangement is that 
there is no need to carry large books of certificates and forms about with 
one, so that space is saved, and yet everything is to hand. The disadvantage 
is that one must be careful to replenish it at frequent intervals, sometimes 
almost daily. 
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POCKET ANCILLARIES 
Certain items of equipment which are in constant use, are often carried 
about in pockets. It is a good thing to have a duplicate in the bag, but one 
does not want to have to open it every time to take a temperature or look 





Fic. 2.—Doctor’s bag about 1935. The contents are essentially the same as those in use 
today (fig. 3), but the absence of antibiotics meant that the surgical instruments were 
in much more frequent use. 


down a throat. Most doctors carry a small pocket torch of the fountain-pen 
type, and there is an excellent one made with a luminous top which gives 
a small round field of light, and is very small because it uses miniature 
batteries. A spirit-proof thermometer case is useful; after use the thermo- 
meter is wiped clean in cold water with a face towel, and replaced in methyl- 
ated spirit. The case itself is a most useful instrument for inspection of the 
mouth with the aid of the pocket torch, it can be used both to depress the 
tongue, and to make a wider inspection of the gums and buccal mucous 
membranes, it has no sharp edges or corners, and can safely be introduced 
into small infants’ mouths. But it must only be washed in cold water, be- 
cause of the thermometer inside it. A small magnifying glass is valuable 
for skin cases, and in the search for foreign bodies, for instance in the 
cornea, or small splinters or prickles in the hands and legs. 

The only other thing that I carry outside the bag is a stethoscope. As a 
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student, it was the fashion to insert the ear-piece into the arm-hole of one’s 
jacket, and to put the chest-piece down into one’s trouser pocket. Ther« 
may be some doctors who still carry it this way, but the majority tend to 
bundle it up into a side pocket, where it makes an unsightly bulge. Country 
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Fic. 3.—Doctor’s bag 1957. 

Diagnostic instruments.—Three thermometers, auriscope, ophthalmoscope (stetho- 
scope and blood pressure apparatus shown separately in fig. 5), ‘clinitest’ outfit, 
patella hammer, fingerstalls, swab-tubes. 

Surgical instruments.—Scalpel and blades, Spencer-Wells forceps, sinus forceps, 
toothed forceps, aural and nasal forceps, scissors (curved and straight), probe, wooden 
applicators, mask, sutures, No. 9 Jacques soft rubber catheter, zip case, ethyl chloride, 
hzmostatic wool, fine paint brush, droppers, silver nitrate sticks. 

Dressings.—Gauze, bandages, ‘nonad’ tulle, elastic strapping (3-inch and 1-inch), 
tetracycline ointment, acriflavine in glycerin, triple dye, S.V.M., ear-drops (ephedrine 
and glycerin), local anesthetic for eyes. 

Drugs.—Oral;: Envelopes for dispensing: tablets and capsules: Codeine compound 
tablets B.P., ‘apolomine’, promethazine chlorotheophyllinate (‘avomine’), ‘bellergal’, 
diphenhydramine hydrochloride (‘benadryl’), chalk.and opium, digitoxin, ephedrine, 
chlorpromazine, ‘monotheamin’, pentobarbitone sodium, pethidine, promethazine 
hydrochloride (‘phenergan’), phenobarbitone, amylobarbitone sodium, butobarbitone, 
glyceryl! trinitrate B.P. Solutions: ‘Nepenthe’, chloral mixture. Parenteral: Adrenaline, 
aminophylline, ampoules (each containing morphine, } grain [16 mg.], hyoscine, 1/100 
grain [0.6 mg.], and atropine, 1/100 grain [0.6 mg.]), anahemin, atropine, cyano- 
cobalamin, digitoxin, ergotamine tartrate, hyoscine, lobeline, mersalyl, morphine, 
lignocaine local anesthetic. 

Vaccines.—Triple antigen, and tetanus antitoxin. 

Antibiotics.—Oral: Chlortetracycline, chloramphenicol, ‘sigmamycin’, penicillin V. 
er : Penicillin (crystalline and procaine benzylpenicillin), streptomycin, tetra- 
cycline. 

Syringes (5-, 2- and 1-ml.) in spirit-proof cases, and spare needles in case. 
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doctors often combine a little bit of pleasure with their professional business, 
and it was on an early occasion of this sort that I found that my ‘game’ 
or ‘poacher’s’ pocket would carry a stethoscope just as easily as a partridge. 
Since then, all my coats have had this pocket, and as they go down the 
social scale, so their contents change from the papers that one takes up to 
London meetings, to the stethoscope carried on an ordinary round, to the 
final stage of ‘game’ or sailing sundries. 





Fic. 4.—Cardboard folder for forms, carried in a flap in the lid of the bag: O.S.C.1, private 
certificates, E.C.19 (temporary resident), private prescriptions, intermediate or final 
certificates, first certificates, E.C.10D, E.C.10, x-ray and pathological request forms, 
E.C.1, and continuation cards, temperature charts. 


ADVICE TO BEGINNERS 
Most doctors change their bags as time goes by, and the outmoded ones 
languish in a cupboard. A young man might do worse than start off with 
one of these provided it is not too antiquated; for one thing, patients may 
think he is older than he looks after all! But it will give him a chance to 
work out what he wants in the light of his own experience, before he em- 
barks on what is nowadays a considerable expense. This applies equally to 
the contents. The absolute essentials are the basic diagnostic instruments, 
auriscope, ophthalmoscope and blood-pressure apparatus (fig. 5), and, of 
surgical instruments, scissors, toothed forceps, Spencer-Wells, and scalpel. 
Syringes and needles are necessary, but can be simple to start with; all the 
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rest that is needed consists of the drugs and dressings to which the young 
man is accustomed. As time goes on, the need will be felt for other things 
but discipline is required to reject objects which look nice and might b« 
useful, or which were in fact only useful once, and then only in exceptional 
circumstances. Discipline is needed above all when inside a shop full of 
beautiful shiny instruments! 
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Fic. 5.—Blood-pressure apparatus. Mercury column for consulting room use, connected 
with a rubber T-piece for checking the portable aneroid model. Note the cuff stiffened 
with flexible metal strips for instantaneous putting on and off. 


Never neglect the opportunity of learning from another doctor: in this 
context about the contents of Ais bag. 

Finally, remember that we are in an age of rapid change—research and 
discovery bring to light new methods almost overnight, and we must be 
prepared to adapt ourselves continuously to new ways of thought. The 
doctor of twenty years hence may look at today’s bag with wonder and 
amusement. But his portable all-purpose all-atomic diagnostic unit is 
unlikely to be small enough to go in his pocket, so that, however novel the 
contents, the doctor will still be distinguished by HIS BAG. 











REVISION CORNER 
DYSPHASIA 


IN detail aphasia is a complex subject, partly because no two patients ever 
show identically the same pattern of disorder, and hence a diversity of 
descriptive terminology and classification has been used, and partly because 
the angle of the writers’ interest has varied. Further, in some of its aspects 
it borders on the territory of philosophy and semantic philology, which is 
dangerous ground for any but the professional. Fortunately, these are all 
considerations which need not be alarming, for it is simple enough in outline. 


CLASSIFICATION 
Strictly, aphasia means total speechlessness, and dysphasia is therefore a 
better term since dissolution of speech is seldom absolute. It is understood 
to imply, by definition, that the causal disorder is cerebral, and so excludes, 
as belonging to the categories of dysarthria or dysphonia, disturbances of the 
final executive mechanism, such as those caused by cerebellar deficit, bulbar 
paralysis, the myopathies, or laryngeal disease. Four main categories of 
dysphasia can be recognized: expressive (or motor), receptive (or sensory), 
global (which is both expressive and receptive), and amnesic (or nominal). 


ETIOLOGY 
Dysphasia may result from any lesion, whatever its pathology, provided that 
it interferes with the working of those parts of the brain which contain the 
anatomical mechanism of speech. The latter all lie within the territory of the 
middle cerebral artery, and thrombosis affecting either its main trunk or its 
branches more distally is a common explanation. Occlusion of the internal 
carotid artery itself, a condition which the use of angiography as a more or 
less routine diagnostic method has proved to be not uncommon, can also 
produce it. Aneurysms of the middle cerebral artery, with hemorrhage into 
the surrounding brain tissue, are another cause and so more rarely is 
hzmorrhage or thrombosis related to cortical angiomas. Embolism of middle 
cerebral arterial branches in auricular fibrillation or after coronary throm- 
bosis sometimes occurs. Cortical venous thrombosis, post-puerperal (where 
the responsible factor seems to be change in the clotting properties of the 
blood) or infectious, occasionally accounts for it. Extrinsic tumours of the 
meningioma series, or the more numerous intrinsic tumours, gliomas and 
metastases, often damage speech, and cerebral abscess, which may be 
temporal, from middle-ear infection, or frontal, from spread of suppuration 
in the sinus, is by no means rare, particularly in children, apart from 
metastatic abscesses secondary to pulmonary disease or bacterial endocarditis. 
Closed head injury can lead to it, from focal cerebral contusion, but its 
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incidence is not high compared with the rate in penetrating injuries in 
wartime. 

It is also a characteristic, along with evidence of widespread intellectual 
deterioration, in the presenile dementias of the Alzheimer-Pick type, and 
in syphilitic general paralysis, where there is also an element of dysarthria; 
it can also occur from endarteritis in cerebral meningovascular lues. In 
childhood the many etiologically distinct conditions which comprise 
Schilder’s ‘disease’ are possible causes. This list is naturally not all- 
embracing, but it will serve as a skeleton framework. 


EXPRESSIVE DYSPHASIA 
In this type the subject’s power to speak is deranged, although he knows 
perfectly well what he wants to say, and is quite capable of understanding 
spoken or written language, or gesture. Its degree can range from complete 
abolition of utterance, through all stages of poverty of vocabulary and 
enunciation, with telegraphic style, up to the merest slowing of speech, 
where only the patient and his near relations are aware that he no longer 
talks so fast as he once did. In severe cases there is usually simultaneous loss 
or impairment of writing (dysgraphia), which is not necessarily due to 
coincident hemiplegia, although the latter is often present. Expressive 
dysphasia corresponds roughly with the condition originally described by 
Broca in 1861, and can be looked upon as a loss of finesse or precision in a 
particular motor skill, which is in essence akin to the disorder which under- 
lies hemiplegia or hemiparesis from damage to the pyramidal (corticospinal) 
pathways in the cerebral hemisphere. In the majority of people it indicates 
disease in the left hemisphere, affecting either the posterior inferior region 
of the frontal cortex on its convexity, or the white fibre tracts of that area 
which project to the surrounding cortex and downwards through the internal 
capsule. 
RECEPTIVE DYSPHASIA 

Here, instead of having too few words at command, they are still plentifully 
available but the subject uses many of them wrongly, or mispronounces and 
confuses them by assonance or elision, muddles syntax, or lapses into idio- 
syncratic jargon, whose drift may be completely incomprehensible. At the 
same time there is a fault, of greater or lesser degree, of understanding of 
spoken and written language, which may pick out predominantly one rather 
than the other. There may also be loss of understanding of gesture. Rarely, 
when the auditory component is very severe, it may amount to complete 
word deafness, in which nothing heard is grasped at all; but complete 
inability to read, from word blindness (dyslexia), is the more common 
disorder, and with it is often associated a homonymous hemianopia. With 
dyslexia one may see the bizarre situation of a patient writing quite fluently, 
but then being unable to read back what he has set down, or being able to 
copy print without knowing its meaning. Receptive dysphasia, first dis- 
tinguished by Wernicke about 80 years ago, evidently entails damage to 
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cerebral afferent pathways which is responsible for the failure in inter- 
pretation of heard and written language, and also to certain feed-back 
mechanisms. It is by means of the latter that the brain ordinarily monitors 
speech (though the process is only a partly conscious one) for pronunciation, 
grammar, syntax and sense, and it is impairment of this inbuilt ‘vigilance’, 
as Henry Head called it, that permits the use of corrupt word forms or the 
jabberwock talk of jargon dysphasia. From the anatomical point of view, 
receptive speech disorders are associated with lesions of the upper part of 
the temporal lobe in its posterior extent, and of the neighbouring inferior 
parietal region of the left hemisphere, which destroy either the cortex or 
its subjacent fibre connexions at least as deep as the posterior ramus of the 
internal capsule. 


GLOBAL DYSPHASIA 

It is generally true that the most severe degrees of expressive or receptive 
dysphasia always contain elements of each other, even though the latter 
may be small. So, for example, in a patient whose powers of verbal expression 
are severely limited by motor dysphasia, understanding may seem perfect 
as judged by his responses to relatively simple and brief comments and 
questions in casual observation, but nevertheless some deficiency of com- 
prehension may be demonstrable if looked for more carefully. In such a 
case the receptive defect is relatively unimportant as compared with the 
expressive, and for practical purposes can be discounted. Quite often, 
however, instead of being disproportionate, the expressive and receptive 
aspects of speech are equally disordered, with associated dysgraphia and 
dyslexia. The causative lesions are likely to be extensive, and to involve 
both frontal and temporo-parietal areas on the left side, and because of their 
size are often productive of simultaneous contralateral hemiplegia (which 
may be both motor and sensory) and hemianopia. Naturally, when such a 
state is the result of a tumour, with raised intracranial pressure, the patient 
may be so gravely ill that not much is practicable in the way of observation or 
testing, but when cerebral thrombosis has been the cause, limited and 
stereotyped utterances that may be quite meaningless are possible, and 
persist over long periods. 


Thus, one of my patients with global dysphasia, right sensorimotor hemiplegia 
and visual field loss, used the phrase ‘Souf Africa vika me’ to signify assent, dissent, 
approval or distaste, as well as involuntarily without noticeable provocation, and 
continued like this through two years. Another, with similar neurological signs, after 
an initial period of absolutely total aphasia, made noises in which no syllabic sounds 
could be recognized at all, but which (heard at a distance) seemed to have the rhythm 
and cadence of speech. 


AMNESIC (NOMINAL) DYSPHASIA . 
This form of dysphasia is one in which the patient has trouble in attaching 
names to things, even though he knows their use, can describe them in a 
roundabout manner, and is usually able to pick out the correct word if 
several alternatives are suggested to him. Perseveration is a frequent 
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characteristic, so that an object having been named, a succession of others 
are called by the same name, till displaced by a new one to which the patient 
again sticks. In other directions, however, the patient with amnesic dysphasia 
shows no obvious disability, so that his enunciation of words, formation of 
sentences, comprehension of speech, reading, and so on, are normal. It 
has often been debated in the past whether this type of dysphasia is due to 
localized brain disease, or to diffuse cerebral damage, but it is now generally 
accepted as implying a specific lesion of the left temporal lobe or its 
connexions. 


GENERAL CONSIDERATIONS 

In all types of dysphasia, fatiguability is often evident, so that the longer 
conversation is continued the more imperfect speech is apt to become. 
Again, in most cases words and phrases which occur very often in every-day 
life tend to be retained and said pat, whilst the use of speech to make 
deliberate statements is manifestly harder. Long ago, Hughlings Jackson 
was led from this to distinguish two orders of speech, automatic and pro- 
positional, and he suggested that, whereas propositional speech was essen- 
tially an affair of the dominant hemisphere, automatic speech was mediated 
by bilateral mechanisms, and its relative sparing was dependent upon the 
integrity of the non-dominant side. The work of Penfield has given results 
which support this hypothesis, because he has found, from stimulation of 
the human cortex, that vocalization can be evoked from the Rolandic and 
superior frontal regions of either hemisphere indifferently. In contrast to 
this is the arrest of speech which follows artificial excitation of the more 
highly organized speech centres in Broca’s frontal area, the posterior tem- 
poral and the inferior parietal region of the dominant hemisphere, which is, 
of course, the left in right-handed people, although hemisphere dominance 
for speech is less clear-cut in left-handers, in whom it may be either right or 
left sided. 

The term ‘speech cent:e’ deserves comment. As with other so-called ‘centres’ 
in the nervous system, it is merely a convenient designation to indicate that certain 
neural arrangements exist in the area specified which are accessible to a particular 
and repeatable type of interference by disease or experiment. It does not imply 
any assumption or theory about actual function, e.g. in this instance that speech is 
stored, interpreted, created or so forth within it, any more than does the notion of 


a motor centre in the pre-Rolandic cortex mean that voluntary movements are willed 
in that part of the brain. 


EXAMINATION FOR DYSPHASIA 
It is a not uncommon error to mistake the milder shades of dysphasia for 
mental confusion, especially when the disorder is of receptive or global 
kind, because the patient is impeded in understanding questions put to 
him, and in volunteering an account of his illness. Listening to the mode of 
his speech, however, combined with a few simple tests, ought quickly to 
settle doubt on this score. The existence of frank hemiplegia or hemiparesis, 
motor or sensory, will, of course, often help to make the diagnosis of dys- 
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phasia easy but, when such gross signs are lacking, slight disparity in the 
tendon reflexes, weakened abdominals on one side, and minor unilateral 
alterations of the plantar reflex, may strengthen suspicion that speech dis- 
order is indeed present. 

As a routine in testing, the patient should first be asked to name perhaps 
a dozen or so common objects shown to him, such as articles of clothing or 
furniture in his immediate surroundings. His power of reading can then be 
tested, and observed for omissions and mispronunciations, and if he fails 
badly (as he may with a severe dyslexic disorder) he can then be asked to 
identify letters or numbers. It is important to examine the visual fields by 
simple confrontation tests, as hemianopia (otherwise undeclared) may be 
apparent. Faults in auditory comprehension can be recognized by giving 
him verbal instructions, e.g. to put his right index finger on the tip of his 
nose, and then to touch his left ear; the more complex the order is, the 
greater will be his errors in performance. Writing can then be tried, first of 
name and address, and then to dictation. It should be possible to examine 
all aspects of speech quite fully enough for practical purposes in less than 








five minutes. 


MICHAEL JEFFERSON, D.M., M.R.C.P. 


Consultant Neurologist, Queen Elizabeth 


Hospital, Birmingham. 
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Poliomyelitis Inoculations 
Query.—When considering inoculation in a 
patient exposed to, or suffering from, an illness, 
e.g. diphtheria or tetanus, one would give passive 
immunizing doses of antitoxin, not active pre- 
parations of live or killed organisms, presumably 
because of the danger of causing an exacerbation 
of the illness. I cannot therefore understand why 
active immunization against poliomyelitis has 
been advocated this summer. One might easily 
be inoculating a child who is incubating the 
disease. Might not this cause a paralytic episode 
in an illness which, but for the injection, might 
have been benign? I should have thought that 
the safe time for inoculation was during the 
winter months when the illness is quiescent, and 
have refused to give the injections this summer. 
I should be grateful if these doubts and queries 
could be answered. 
Repty.—The idea that prophylactics which 
stimulate active immunity may cause an ex- 
acerbation of illness in the circumstances men- 
tioned by the questioner, presumably arises 
from Sir Almroth Wright’s observation of over 
fifty years ago, that the bactericidal power of the 
blood, as measured by its activity against living 


typhoid bacilli, was reduced for a short time 
after the injection of large numbers of killed 
typhoid bacilli. There is no supporting clinical 
evidence for this theory except, perhaps, in the 
case of BCG. Smallpox contacts are routinely 
vaccinated in the incubation period or even, as a 
diagnostic measure, after the illness has begun. 
Passive immunization is used because it provides 
immediate protection, whereas with active 
immunization a period of days or weeks elapses 
before the host’s own defences produce an 
adequate level of immunity. In diphtheria, 
tetanus and, more recently, smallpox combined 
passive-active immunization has been used. The 
doubt about the use of poliomyelitis vaccine 


‘during the epidemic season arose from the fear 


that the injections might precipitate a paralytic 
attack of the disease, just as injections of alum- 
precipitated diphtheria toxoid and mixed 
diphtheria-pertussis vaccines have been shown 
to do occasionally. Recent American experience, 
however, gives no support to the idea, and on 
this evidence was based the official decision to 
allow poliomyelitis vaccine inoculations to be 
given throughout the summer. 


W. C. CockBuRN, M.B., D.P.H. 
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Treatment of Tinea Pedis 
Query.—What is the treatment for fungus in- 
fection of the toes (athlete’s foot)? I seem to 
have little success with the various forms of 
therapy I use. 

Rep_y.—That the treatment of tinea pedis is not 
always satisfactory is evident from the array of 
anti-fungal remedies on the market and the 
continued appearance of others. These are 
mostly effective as immediate fungicides, but 
the difficulty is to prevent relapse and recur- 
rence, especially when the crevices of the toes 
are involved. The chief reason for this is an 
individual susceptibility or loss of immunity on 
the part of the patient and not mere exposure 
to dermatophytes, which seems virtually un- 
avoidable. Prophylactic measures aimed at 
raising resistance are valuable, including washing 
the feet daily followed by careful drying of toe- 
webs, wearing perforated shoes whenever 
possible and avoidance of those with rubber or 
crépe soles, the insertion of lamb’s wool in the 
toe-clefts when there is a tendency to inter- 
digital maceration, and the regular use of a 
drying, mildly fungistatic foot powder containing 
for example undecylenic acid. When the feet 
sweat unduly foot baths of potassium per- 
manganate 1/5000 once or twice daily for five 
minutes are helpful, both preventively and for 
active infection. Broad-mesh nylon socks, 
changed daily, seem better than wool or cotton. 
Procedures to ‘sterilize’ shoes, socks, bathmats 
and other fomites appear to be fruitless. 

In the treatment it must be emphasized first 
that foot blisters, maceration and erythema are 
frequently not due to fungus disease and that 
anti-fungal chemicals are often used unneces- 
sarily and may cause primary or allergic irritation 
of the skin. Strong fungicides are also contra- 
indicated in the presence of inflammatory, septic 
and eczematous reactions. Otherwise, one of the 
newer anti-fungal agents should be given a fair 
trial, such as ‘teoquil’ or ‘asterol’, or the com- 
bination of benzoic and salicylic acids (Whit- 
field’s ointment) applied at bedtime and pig- 
mentum fuchsin (Castellani) in the morning 
gives good results in many cases. 

E. W. Prosser THOMAS, M.D. 


Granuloma Annulare 

Query.— What is the cause and latest treatment 
of gra.suloma annulare? 

Rep_y.—The cause still remains unknown. An 
association with diabetes mellitus may rarely 
occur, so that the urine should be tested for the 
presence of reducing substance. Masterly in- 
activity is still probably the best treatment, as 
spontaneous resolution occurs after months or 
years and no local treatment can be relied upon 


to accelerate this process. Vitamin E (a-toco- 
pherol) in massive doses (0.3 to 1.25 g. daily) 
has been reported to be beneficial in some cases. 
Resolution occasionally follows infiltration of the 
affected area with procaine; it has also occurred 
following diagnostic biopsy and after freezing 
with carbon dioxide slush. 

E. N. M. JOHNSTON, M.R.C.P. 


Chloroquine in Chronic Discoid 
Lupus Erythematosus 


Query.—What is the recommended dosage and 
course of treatment of chloroquine in chronic 
discoid lupus erythematosus? In view of the 
natural history of remissions in this disease, 
how does one know if the treatment is producing 
the remissions? How often should the course of 
treatment be repeated? 
Rep_y.—Chloroquine is dispensed as_ the 
sulphate or the diphosphate in 200-mg. tablets 
which contain 150 mg. of chloroquine base. 
One tablet twice a day is the starting dose in 
cutaneous lupus erythematosus and this will 
cause obvious improvement in three to four 
weeks in about 60°, of cases. Higher doses, 
up to five or six tablets a day, may be given if 
response is poor, but the dosage should be 
increased slowly, say by one tablet a day each 
week. With the increase of dose, the incidence 
of side-effects (dyspepsia, abnorrnal vision, 
headache, anxiety, bleaching of the hair and 
leucopenia) increases and thus limits the dose 
in about 10° of patients. A three months’ 
course is usually sufficient to clear the malady 
in about 60% of patients and little is to be gained 
in continuing for longer unless the dose can be 
increased in those patients not responding. 
The malady shows a natural tendency to 
improve on the face in the winter and on the 
extremities in the summer, but the effect of 
chloroquine, when beneficial, is quicker and 
more complete and is unlikely to be mistaken 
for a natural remission. Unfortunately, 80%, 
of cases tend to relapse on stopping treatment, 
usually in the first few months. Repeated 
courses may be given as often as necessary, but 
it is usually more satisfactory to give a main- 
tenance dose. This dose, however, can seldom 
be reduced below that of the suppressive dose. 
Whilst the daily dosage appears to be directly 
related to the incidence of side-effects, the 
length of treatment does not. Since therefore 
the drug does not have a cumulative action, 
prolonged maintenance therapy is possible. 
PeTer F. Borrikz, M.D., M.R.C.P. 


Wrist-Drop 
Query.—I should be grateful for advice in the 
following case. A female patient, aged 50 years, 
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and suffering from a long-standing bronchi- 
ectasis, suddenly developed a ‘wrist-drop’ on 
one hand. She is able to move her fingers a 
little, but that is all. I think lead poisoning can 
be excluded. 


Rep_y.—The sudden onset of unilateral wrist- 
drop without a history of trauma suggests that 
local pressure, probably during sleep, is the 
cause of the radial nerve palsy. This is a 
relatively unusual lesion and thus the diagnosis 
should be carefully questioned. Hysteria will 
produce a wrist-drop, but there will then be 
sparing of the supinator longus and glove 
anesthesia. The presence of bronchiectasis of 
long-standing raises the possibility of amyloid 
disease, but single nerve lesions are not charac- 
teristic of the neuropathy of amyloidosis, and 
the same is true of carcinomatous neuropathy 
and that of polyarteritis nodosa. 

The only treatment likely to be effective is 
splinting with the wrist in moderate extension 
and a leather wrist bracelet with five elastic 
extensions to the fingers. Combined with this 
support, electrical treatment and re-education by 
exercises should be given. 

JoHN RICHARDSON, M.V.O., M.D., F.R.C.P. 


Alopecia Areata 
Query.—Some time ago, in ‘Notes and Queries’, 
your expert gave a prescription for alopecia 
areata (March 1956, p. 324). I had this dispensed 
for me, but it did not appear very satisfactory 
as some of the ingredients floated on the top 
immediately after shaking. I wonder if you can 
advise me how to avoid this? 
Rep.y.—The solution of coal tar does tend to 
separate out of this prescription, but the 
addition of 24 grains (1.5 g.) of tragacanth per 
ounce (28.5 ml.) of the solution enables a satis- 
factory stable suspension to be achieved. 
GEOFFREY HODGSON, M.B.E., M.D. 


Drug Sensitization 
Query.—I should be grateful for an expert 
opinion on the following case. A man of 52, who 
was known to be sensitive to penicillin (urticarial 
reaction), developed a painful superficial phle- 
bitis and for this was given an intramuscular 
injection of 1000 mg. of phenylbutazone. Ten 
minutes later he developed an extensive urticarial 
rash but there was no shock or general upset 
apart from intense itching. Twenty minutes 
later he was given an intramuscular injection of 
10 mg. of ‘piriton’. Half-an-hour later he col- 
lapsed, with a blood pressure of 70 mm. Hg and 
a feeble rapid pulse. It was several hours before 
he recovered. 

Is it usual for those sensitive to penicillin to 
be sensitive also to phenylbutazone, or is it 


possible that the collapse was due to the ‘piriton’ 
to which he was also sensitive? 

Rep_y.—The complicated picture described 
here is not uncommon. There is no cross- 
reaction between penicillin and the other drugs. 
Unfortunately, a proneness to develop sensitivity 
does occur and once a patient has reacted to any 
one chemical substance, entirely apart from 
cross-sensitization, he must be regarded as liable 
to develop fresh sensitizations and, when pos- 
sible, an intradermal injection of a very small 
dose should be given beforehand. When there is 
reason to anticipate sensitization, or the patient 
complains of previous reactions, a dose as small 
as 1 unit of penicillin or the equivalent amount 
of another antibiotic should not be exceeded and 
in all cases adrenaline should be available for 
immediate emergency administration. 

Although these precautions may detect some 
of the reactors, no skin reaction is known which 
will guarantee foreknowledge of these accidents 
and the clinical history alone must be taken as a 
guide. 

W. Howarp HuGues, M.p. 


Genetic Predisposition to Epilepsy 
Query.—The Society for Epileptics is likely to 
foster many marriages between epileptics. I 
have one such union, which I foresaw as soon 
as I heard that the Society was to become active 
in my part of the country. The girl is 35 and 
developed grand mal some eleven or twelve 
years ago, after completing her nursery studies 
and holding posts such as that of theatre sister. 
There is a strong psychological aspect to her 
condition. The man is 30 and has been an epi- 
leptic from childhood. He is in steady employ- 
ment and has had no attacks of grand mal for 
many years. He has a mongol sister. I know of 
no other epileptics in either family. What should 
I advise them about children? 

Both are still taking drugs and are likely to 
have to continue to do so for the rest of their 
lives. 


Repty.—The fact that both husband and wife 
are epileptic clearly increases the chance of any 
child of theirs developing epilepsy. The child of 
one epileptic has about a 4 per cent. chance of 
becoming epileptic; in the present case the 
probability would be perhaps double that or 
even more. Other factors should be taken into 
account, however, such as the EEG. If in either 
case there were reasonable grounds for con- 
sidering the epilepsy to have a traumatic or 
lesional basis, genetic predisposition would be 
regarded as having lesser importance. 

The social and psychological background 
should also be considered; if both parents are 
sensible intelligent people, well adjusted apart 
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from their epilepsy, and also keen to have a 
child of their own, it would be unwise to dis- 
suade them from doing so. If they are mutually 
or socially at odds, or temperamentally unstable, 
it would be much the safest for them to do 
without children altogether, and not even think 
of adopting. 

It is impossible to give very useful advice 
without knowing the individual circumstances. 
A Genetics Clinic is held at the Maudsley 
Hospital, London, S.E.5, every week, where 
such problems are considered. 

ELioT SLATER, M.D., F.R.C.P., D.P.M. 


Mittelschmerz and Bruising 

Query.—Two or three of my patients who 
suffer more than usual with the ‘mittelschmerz’ 
also bruise easily. One of them has a family 
history of bruising (although all the usual 
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blood investigations were normal) and at one 
time 500 ml. of blood were removed from her 
pelvic cavity at laparotomy after a follicle had 
ruptured. Is there any known correlation? 
The patient is greatly helped by courses of 
vitamin K. 
Repty.—The tendency to bleed easily is not 
uncommon in some women. Bruises appear 
spontaneously and are usually on the limbs. 
They are due to changes in the capillary walls 
and some believe these to be due in turn to 
increase in cestrogen levels in the blood, 
although this is not necessarily proved. Such 
hormone changes also affect the appearance or 
growth of nzvi in pregnancy. I do not know if 
anyone has recorded a correlation between 
mittelschmerz and bruising, and it would be 
interesting to have evidence on the point. 
KENNETH BOWES, M.D., M.S., F.R.C.S. 


PRACTICAL NOTES 


Treatment of Acute Rheumatic 
Fever 

Tuat ‘cortisone is superior to salicylates in the 
treatment of rheumatic fever, and that cortisone 
combined with salicylates, especially in high 
dosage, is superior to cortisone alone’, is the 
opinion of R. S. Illingworth and his colleagues 
(Lancet, October 5, 1957, ii, 653). This conclu- 
sion is based upon their experience with six 
different forms of treatment in a series of con- 
trolled trials in 200 patients at the Children’s 
Hospital, Sheffield, over a period of nine years, 
and they state that ‘it is unfortunate, therefore, 
that there are still many centres in this country 
in which the standard treatment for rheumatic 
fever is salicylates alone’. The regime which 
gave most satisfactory results was: cortisone, 
in a daily dosage of 300 mg. on the first day, 
then 200 mg. for four days, 100 mg. for sixteen 
days, 75 mg. for the fourth and fifth weeks, 
and 50 mg. for the sixth week, plus sufficient 
salicylates to maintain the serum-salicylate level 
at 30 to 40 mg. per 100 ml. If there was heart 
failure, aspirin was used instead of sodium sali- 
cylate. If corticotrophin was used instead of 
cortisone the total daily dosage was 80 units for 
the first four days, 60 units for the next three 
days, 40 units for the second and third weeks, 
30 units for the fourth and fifth weeks, and 20 
units for the sixth week. Latterly, prednisolone 
was given instead of cortisone in some instances, 
the dosage being one-fifth that of cortisone. It 
is emphasized that this treatment requires very 
careful supervision and frequent serum-sali- 
cylate estimations, and it is considered ‘essential 
to treat all children with rheumatic fever in 


hospital as early as possible after the onset of 
the disease, to afford them the maximum benefit 
of intensive treatment with the least risks from 
possible complications’. 


Reserpine in Delirium Tremens 
SATISFACTORY results are reported by J. Lere- 
boullet and his colleagues (Bulletins et Mémoires 
de la Société Médicale des Hépitaux de Paris, 
1957, 73, 529) from the use of reserpine in the 
treatment of delirium tremens. Reserpine was 
given intramuscularly in divided doses of 2.5 
mg., the amount given during the first twenty- 
four hours ranging from 5 to 17.5 mg. Sub- 
sequent daily dosage is gradually decreased, and 
must never be stopped suddenly. The duration 
of treatment ranged from two to nineteen days, 
with a mean of 5$ days, and the mean total 
dosage was 42 mg. In addition the patients were 
given alcohol intravenously in the form of daily 
doses of 100 to 150 ml. of a 25% solution in 
glucose, as well as cyanocobalamin (1000 mcg.), 
aneurine (100 mg.) and strychnine (5 to 10 mg.). 
Parenteral administration of fluid was required 
in only four cases, the remainder being main- 
tained in adequate fluid balance by the oral 
administration of 2 to 5 litres daily. It is stressed 
that this is a form of treatment that should only 
be used in hospital under skilled supervision. 
The first symptom to be relieved is the agitation, 
and in some cases its disappearance has been 
‘spectacular in its rapidity’. The hallucinations 
usually disappear at the same time, but may 
persist a little longer. The mortality rate in this 
series wags 3%. 
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Strophanthin in Atrial Flutter 

IN the treatment of atrial flutter strophanthin 
‘compares favourably’ with digitalis, in the 
opinion of D. Scherf and his colleagues ( Ameri- 
can Journal of the Medical Sciences, August, 
1957, 234, 180). In a series of 18 patients aged 
from 38 to go treated with intravenous injec- 
tions of strophanthin (‘strophosid’), conversion 
to atrial fibrillation or normal sinus rhythm was 
achieved in 68%. No patient had received digi- 
talis therapy for at least one week before the 
first injection of strophanthin (0.125 mg.). Elec- 
trocardiograms were taken immediately follow- 
ing the injection and at five-minute intervals for 
the next twenty minutes. ‘If there was no evi- 
dence of ventricular extrasystoles and the flutter 
remained unchanged’ for twenty-four hours, the 
dose was increased to 0.25 mg. daily and finally, 
in some instances, to 0.5 mg. daily. The average 
duration of treatment before a change of rhythm 
occurred was five days, but atrial fibrillation oc- 
curred as early as the second day (2 cases) and 
normal sinus rhythm on the third day (2 cases). 
Nausea and vemiting occurred in only one 
patient (who had similar symptoms with sub- 
sequent maintenance on oral digitalis), whereas 
the large doses of digitalis necessary to influence 
atrial flutter ‘often initiate unpleasant side- 
effects’, especially in elderly patients. There was 
no instance of ectopic rhythm. After fibrillation 
was established patients were maintained on 
digitalis leaf. In the six cases in which no change 
in rhythm occurred after ten days, treatment was 
discontinued and the patients were given oral 
digitalis or quinidine sulphate. This group in- 
cluded patients with: myocardial infarction, car- 
cinoma of the breast with metastases, broncho- 
genic carcinoma with metastases to the pericar- 
dium, and one with a cerebrovascular accident 
with a three-year-old flutter. Four of these died 
later of their underlying non-cardiac disease, but 
none during, or immediately following, stro- 
phanthin treatment. Patients with paroxysmal 
flutter of short duration were not included in 
the series. 


‘Trophenium’ in Anaesthesia 

*TROPHENIUM’ (phenacyl homatropinum chlor- 
ide) is a tropinium ester which has 2 powerful 
ganglion-blocking action of short duration. J. D. 
Robertson, John Gillies and K. E. V. Spencer 
(British Journal of Anesthesia, August 1957, 29, 
342) have investigated its value as a means of 
producing controlled hypotension in anzsthesia 
in a series of 39 general surgical cases and 36 
thoracic surgical cases. It is compatible with 
thiopentone. In the majority of the 39 general 
surgical cases anesthesia was induced by thio- 
pentone and maintained with a nitrous oxide- 





oxygen-trichlorethylene mixture, whilst in the 
36 thoracic surgical cases, induction was by 
thiopentone followed by cyclopropane and 
oxygen. Gallamine was the relaxant used in the 
general surgical cases, and d-tubocurarine 
chloride in the thoracic cases. The most satis- 
factory concentration of ‘trophenium’ was found 
to be 2 mg./ml. given as an intravenous drip. A 
rapid fall in blood pressure was obtained in every 
case in which ‘trophenium’ was used, and in 
only three cases (in the general surgical series) 
was the initial fall not maintained. The pulse 
rate showed no consistent change during con- 
trolled hypotension, nor was the neuromuscular 
blocking action of d-tubocurarine chloride and 
gallamine noticeably potentiated. None of the 
cases showed suppression of urinary secretion 
after operation. The authors conclude that 
‘trophenium’ is ‘a satisfactory drug for the pro- 
duction of controlled hypotension during sur- 
gery’ and ‘consider that it merits an extended 
clinical trial’. 


Pregnancy and Carcinoma of the 
Rectum 

As a result of a review of a series of women 
between the ages of 20 and 40, in whom car- 
cinoma of the recturh was diagnosed during 
pregnancy, between 1930 and 1955, at St. 
Mark’s Hospital, London, R. P. Warren (British 
Journal of Surgery, July 1957, 45, 61) concludes 
that ‘pregnancy does not adversely affect the 
course of carcinoma of the rectum and there is 
no indication for therapeutic abortion except 
when infection is anticipated and in some in- 
operable cases’. In the St. Mark’s series, a 
radical excision of the rectum was performed in 
six patients, and a palliative operation in the 
other three. There was no operative mortality, 
and all the children survived except in the three 
cases in which the pregnancy was deliberately 
terminated. Six of the patients are still alive, 
the period of survival ranging from six months 
to twenty-five years. When the diagnosis of 
carcinoma of the rectum is made in the last two 
months of pregnancy it is best to excise the 
rectum after parturition which should be brought 
on before term by surgical induction or Cesarean 
section. Radical excision of the rectum should 
be performed a few weeks after parturition, as 
soon as the patient is sufficiently recovered. 
In cases diagnosed in the earlier months of 
pregnancy, in which it is decided not to ter- 
minate the pregnancy, the treatment of operable 
carcinoma of the rectum ‘can be considered on 
the same lines as in the absence of pregnancy’. 
Appendicitis in Childhood 

AN analysis by J. H. Foster and W. H. Edwards 
(Annals of Surgery, July 1957, 146, 70) of the 
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489 children operated on for acute appendicitis 
at Vanderbilt University Hospital, Nashville, 
Tennessee, between 1936 and 1955, shows that 
in only 73% of cases was acute appendicitis 
present. In 13% of cases no disease was noted, 
whilst in 12°% of cases mesenteric adenitis was 
the diagnosis made at operation. Of the children 
with acute appendicitis, 60°% were boys and 
40% were girls. In 38% of cases the appendix 
was ruptured. There was no evidence that per- 
foration of the acutely inflamed appendix was 
related to age. There was a much higher in- 
cidence of perforation in infants, compared with 
older children, but this was correlated with the 
longer duration of the disease before operation 
was performed. In children with a ruptured 
appendix the incidence of generalized peri- 
tonitis was higher in the younger children. Of 
the children with unruptured appendicitis, 12% 
did not have right lower quadrant abdominal 
pain. ‘The extremely high incidence of cath- 
artics administered to children’, it is stated, 
‘when the diagnosis was still in doubt, must also 
have contributed to the incidence of perforated 
appendicitis’. Clinically, ‘the combination of 
nausea, vomiting, abdominal pain and tender- 
ness in the right lower quadrant, elevated tem- 
perature and a high white blood count is the 
one most often reproduced in the child with 
appendicitis. However, not one of these features 
is constant’. There were no deaths among the 
224 children with unruptured appendicitis. 
One of the 58 children with mesenteric adenitis 
died of cardiac arrest, and the mortality rate for 
those with ruptured appendicitis was 10%. 


Treatment of Acute Ocular 


Onchocerciasis 

IN a survey in West Africa of patients with 
ocular onchocerciasis, F. C. Rodger (British 
Journal of Ophthalmology, September 1957, 41, 
544) found that ‘although these lesions are 
usually seen in a subacute or chronic stage . . . in 
most of them there has been or will be an acute 
crisis at some time or other’. In his cases this was 
manifested by limbitis, sclerosing keratitis (due 
to the formation of pannus onchocercosus), 
anterior uveitis (iritis, iridocyclitis), and pos- 
terior exudative uveitis (believed to be the first 
publication of this finding). As ‘the pathogenesis 
of onchocerciasis of the cornea and iris depends 
upon the death in the tissues of the parasites’, 
the problem in treatment is that a drug which 
kills the microfilaria might exacerbate the symp- 
toms and ‘further increase the visual defect by 
increasing the number of dead microfilariz in 
the ocular tissues’. To begin with, patients were 
treated with a course of 200 tablets of diethyl- 
carbamazine (10 g.). After six or seven days the 
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condition was found to have settled but there 
was little improvement in the sight, and non- 
specific protein therapy was therefore instituted 
before the administration of the filaricide. Both 
TAB vaccine and autohemotherapy were tried, 
but the former was found to be the most effec- 
tive. An intravenous injection of 10 million 
units of TAB vaccine was given, followed by 
10 g. of diethylcarbamazine (‘hetrazan’) orally as 
soon as the temperature was normal. The effect 
of the protein therapy was ‘dramatic’, the eye 
becoming quiet within twelve hours: ‘lacrimation 
and photophobia disappeared. A great deal of 
the ciliary and conjunctival hyperemia vanished, 
and the cornea regained much of its lustre’. 
Although the acute symptoms reappeared when 
the filaricide was administered, these ‘were not 
so distressing as when this drug was given with- 
out the initial protein therapy’, the eye quietened 
sooner and ‘the chance of preventing permanent 
total blindness was increased’. Antihistamines 
and cortisone were ‘of little if any value’ in 
treatment, the former being contraindicated due 
to their depressant effect. In those cases which 
showed a rise in tension, atropine was used after 
the TAB had taken effect. 


Treatment of Electric Shock 

Tue procedure for the treatment of a patient 
rendered unconscious by electric shock in the 
home or factory is outlined by J. J. Loftus 
(Journal of the Irish Medical Association, Sep- 
tember 1957, 41, 94). Artificial respiration 
should be instituted as soon as the contact has 
been broken. When a doctor is called in such a 
case ‘if artificial respiration is being carried out 
efficiently, unless rigor mortis or post-mortem 
staining has set in, it is advisable not to stop 
artificial respiration for any cause’. There have 
been reports of patients being revived after ..‘ne 
hours of artificial respiration. The Holyer- 
Nielsen method, ‘which one operator alone can 
keep up for many hours’, is the one usually 
adopted. ‘If the patient has not recovered within 
15 minutes an Eve’s rocker stretcher should be 
obtained from the nearest electricity supply 
station, and treatment continued with it’, but if 
this is not available treatment must be continued 
without it. Any other necessary treatment must 
be delayed until after artificial respiration has 
started. If it is necessary to remove the patient, 
either by ambulance or van, artificial respiration 
must be continued ‘until the patient has been 
taken over by the medical staff’. When respira- 
tion returns the patient must be watched very 
carefully and, should breathing cease, artificial 
fespiration should be re-started immediately. 
Upon regaining consciousness ‘the patient 
should be confined to bed for at least twenty- 
four hours and should not be allowed to sit up’. 
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REVIEWS OF BOOKS 


Coronary Heart Disease. By MILTON PLovz, 
M.D., F.A.c.P. London: Cassell & Co. 
Ltd., 1957. Pp. x and 353. Figures 107. 
Price gos. 

To the general practitioner, who nowadays 

meets a considerable number of new cases of 

coronary heart disease every year, this book 
must prove full of interest. He will be even more 
impressed with the importance of the subject 

when he reads (p. 150) that taking an E.C.G. 

should become part of the routine physical 

examination of any individual over the age of 
thirty. The sections on statistics and etiology of 
coronary disease, including racial factors and 
lipid metabolism, are comprehensive, lucid, and 
thoroughly up to date, so that anyone wishing to 
inform himself of the present state of research 
on these matters and on the reasons for thinking 
that the disease is in some way linked with rich 
living and ‘stress’ will find the evidence all 
assembled. He will also find that the pathology 
of atheroma is even now not fully understood, 
for the ‘fat versus clot’ controversy is far from 
resolved, and although Duguid’s views are given 

a fair airing they obviously do not yet carry full 

conviction across the Atlantic. 

The last two-thirds of the book deal with 
the clinical manifestations of coronary disease 
and their treatment, and are obviously written 
by a physician of considerable experience and 
sound judgment. He shows this latter quality 
particularly well in his account of the surgical 
aspects. It is sad that, in this mid-twentieth 
century, style in writing has disappeared ; never- 
theless, the account we do get is accurate and 
balanced, and the recommendations for manage- 
ment and treatment are most practical and 
sensible. They even include some menus for 
dinner parties to be given by a coronary patient 
to his friends, so that they can all share and enjoy 
his low animal fat diet and not know it for a diet 
at all. Thoughtfulness can hardly go farther. 

Dr. Plotz has written a notable book which 
should appeal to general practitioner and 
specialist alike—if they can afford to buy it. 


Essentials of Fluid Balance. By D. A. K. 
BLACK, M.D., F.R.c.P. Oxford: Blackwell 
Scientific Publications, 1957. Pp. xii and 
127. Figures 6. Price 18s. 6d. 

It is fortunate for clinicians and clinical path- 

ologists who have to treat patients suffering from 

disturbances of water and electrolyte balance 
that Dr. Black, whose original observations have 
contributed so much to knowledge in this field, 
has followed his more specialized monograph 


on sodium metabolism with this new and no 
less excellent book on the general problems of 
fluid and electrolyte balance. The book is a 
short one, divided into six chapters and seven 
brief appendixes. The first five chapters are 
concerned with the physiology and biochemical 
pathology of the subject and only the last twenty- 
two pages refer to treatment and clinical con- 
ditions. Such a high proportion of scientific 
material should not deter the clinical reader since 
it is in this field, perhaps more than any other in 
clinical medicine, that a knowledge of the under- 
lying physiology is essential to successful treat- 
ment. The scientific section includes all the 
general corpus of our knowledge and the most 
recent advances therein up to the time of going 
to press. With so much compression no words 
are wasted and yet the literary style is pleasing 
and the subject illumined with occasional shafts 
of humour which do not distract the attention 
but help to make the book particularly easy to 
read. 

This book can be recommended to clinicians 
and pathologists whose work involves the under- 
standing and treatment of disorders of water and 
electrolyte metabolism. 


Uses of Epidemiology. By J. N. Morris, 
F.R.C.P.,D.P.H. Edinburgh: E. & S, Living- 
stone Ltd., 1957. Pp. viii and 135. 
Illustrated. Price 17s. 6d. 


HERE is a book which treats of epidemiology as 
a means to an end: ‘to identify rules of healthy 
living’. Dr. Morris describes seven ‘uses’ of the 
science, drawing examples of each type often 
from his own wide experience within the Social 
Medicine Research Unit of the Medical Research 
Council. The book will be particularly valuable 
to those still gaining experience in planning their 
own individual or collective inquiries, in either 
general or hospital practice, or who want sug- 
gestions for lines of research. This is not a 
textbook but rather a stimulus to tidy thinking. 

Each chapter discusses a different application 
of epidemiology and points to some of the 
solved and unsolved problems in which each 
has been, or could be, employed. 

The author draws attention to the need for, 
and difficulty of, measuring changes in the in- 
cidence of human habits or diseases. He refers 
to the great volume of subclinical or preclinical 
disease in proportion to overt clinical cases, and 
calls this the ‘iceberg phenomenon’. He then 
goes on to show how the epidemiological method 
can help to unravel an apparently uniform 
clinical syndrome or be used to test the associa- 
tion between two or more apparently disparate 
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phenomena. His longest chapter, ‘In search of 
causes’, is particularly well worth reading. 

The book is freely illustrated with tables and 
diagrams which match the text unusually well 
on the same or opposite pages. An appendix 
gives examples of the complementary nature of 
clinical, laboratory and epidemiological research. 


An Atlas of Cardiac Surgery. By JorcE A. 
RopRIGUEZ, M.D. Philadelphia and Lon- 
don: W. B. Saunders Co., 1957. Pp. xii 
and 250. Price £6 6s. 

IN this atlas the operations in current use in the 

surgery of the heart and great vessels are 

depicted and briefly described. It has been the 
author’s aim to produce a book which will help 
not only surgical house officers to understand 
what the surgeon is attempting to achieve, but 
one which is sufficiently accurate and detailed to 
refresh the memories of the operators them- 
selves. To achieve this purpose Dr. Rodriguez 
has visited about twenty-five surgical clinics in 
the United States and has stayed in departments 
where cardiac surgery is being done. Each section 
of this book describes and depicts the current 
surgical teaching and practice of at least one 
authority upon the subject. The subjects in- 
clude: Surgical anatomy of the heart and great 
vessels ; special techniques such as hypothermia, 
extra-cerporeal circulation and instruments; 
surgery of the great vessel; surgery of the heart 
valves; surgery of the pericardium; various re- 
vascularizing operations; the treatment of 
cardiac arrest and a number of other details. 
The text fs brief, clear and comprehensible. 

The diagrams are line drawings, done by the 
author himself, and are admirable provided the 
reader has some knowledge of what they are 
meant to depict. Printing and publication are 
excellent. This is a valuable book which amply 
achieves its purpose. 


BCG Vaccination Against Tuberculosis. 
By Sot Roy ROSENTHAL, M.D., PH.D. 
Boston, Massachusetts: Little, Brown & 
Co.; London: J. & A. Churchill Ltd., 
1957. Pp. ix and 389. Figures 43. 
Price 55s. 

Tuis is the most complete review of anti- 

tuberculosis vaccination yet published. In 

addition to the clinical and research work under- 
taken by the author, there are sections by Dr. 

Guérin—on the history of the vaccine which 

he and Dr. Calmette laboured so hard and 

long to produce, by Dr. Weil-Hallé—who 
undertook the first clinical trials of BCG, and 
by Professor Wallgren—who has done more 
than anyone else in the clinical field to popularize 
the vaccine and who was the originator of intra- 


dermal vaccination. It was indeed a happy choice 
on the part of the author to have introduced 
these three outstanding pioneer figures in the 
history of BCG. The subjects discussed include 
the methods of preparing and standardizing the 
vaccine—including freeze-drying—the methods 
of administration, the tuberculin test, the BCG 
test, the vole bacillus vaccine and other anti- 
tuberculosis vaccines, and there are chapters on 
such matters of general importance as immunity 
and resistance, and the place of vaccination in 
the control of tuberculosis in the community. 
To anyone wishing to learn the pros and cons 
of BCG vaccination, fairly and lucidly explained, 
this book is to be recommended. It can be 
considered up to date as far as 1956, which is 
quite an achievement on the part of the author 
and publishers. It is also a valuable work of 
reference for those actively engaged in the 
problems of tuberculosis and its control. 





Anatomies of Pain. By K. D. KEELg, M.p., 
F.R.c.P Oxford: Blackwell Scientific 
Publications, 1957. Pp. x and 206. 
Figures 14. Plates xiii. Price 27s. 6d. 

Tue plural ‘anatomies’ well describes this 
scholarly book, for it deals in six chapters with 
the opinions held through the ages upon the 
physical basis of pain. As the facts of ancient 
medicine were so few, as so few of those facts 
survive either in document or lore, and as pain 
is an ubiquitous symptom of disease, its history 
is the history of medicine. Isolated fragments of 
history have clearer meaning when related to 
one phenomenon, pain, and a story which could 
easily be dull springs to life. When documents 
are both quoted and reproduced for the reader 
he follows the historian’s sequence of thought 
in a vital way without any didactic boredom. 
This Dr: Keele has achieved so that, although 
he has documented each chapter with references 
to sources, he has also given us a most enjoyable 
book, sufficiently remote from the day’s work 
for relaxation, but specialized enough to hold the 
doctor’s attention. The last two chapters con- 
stitute an elementary synopsis of present know- 
ledge which may be the subject of amused 
comment by future historians. This further 
justifies a delightful book. 


Biochemical Disorders in Human Disease. 
Edited by R. H. S. THompson, p.M., and 
E. J. KING, Px.D., D.Sc., F.R.1.c. London: 
J. & A. Churchill Ltd., 1957. Pp. xiv 
and 843. Illustrations 121. Price gos. 

Tus book breaks new ground. The only com- 

parable attempt to deal comprehensively with 

the chemical aspects of human disease, by 

Bodansky, suffers from the defect of single 
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authorship in an age of increasing specialization. 
No-one nowadays can practise clinical medicine 
effectively without a considerable background of 
biochemical knowledge, but few clinicians are 
expert in more than one field. This book collects 
in a single volume information which would 
otherwise have to be sought from scattered 
sources. The two principal editors have shown 
good judgment in their choice of subjects and 
authors. Instead of the conventional chapters on 
disorders of protein, fat, purine metabolism and 
so on they have divided the field on an ‘organ 
basis’ and have thus been able to include sections 
on the gastro-intestinal tract, the anemias and 
hypertension. 

It is not easy to select articles for special 
mention when the general level is so high. 
Examples of unusually lucid expositions of diffi- 
cult subjects are the sections on renal disease 
and on the clotting mechanisms of the blood. 
New ground is explored in the chapters on 
diseases of the nervous system, on diseases of 
muscle, on connective tissue disorders and on 
abnormalities of amino-acid and hemoglobin 
metabolism. An excellent index is provided. 
Contributors come from both sides of the 
Atlantic with a preponderance of British writers. 
This book is not written for the specialist bio- 
chemist and can be read with profit by anyone 
engaged in the day-to-day practice of medicine. 
It cannot be too highly recommended. 


. 

The Evolution of Medical Education in the 
Nineteenth Century. By CHARLES NEW- 
MAN, M.D., F.R.C.P. London: Oxford 
University Press, 1957. Pp. x and 340. 
Price 30s. 

Tuis book carries the imprint of Dr. Newman’s 
personality. It is precise, scholarly, well- 
documented, packed with facts, but yet with a 
jaunty air about it that makes it most enjoyable 
reading. If the author does not entirely ‘refrain 
from saying those smart things which do nobody 
any good’, we willingly forgive him on learning 
that we belong to ‘a highly self-respected pro- 
fession of a singularly pompous kind’. 

It is impossible in a brief review to do justice 
to what is in fact an extremely valuable book, 
which will be welcome alike to those anxious to 
learn about the broad sweep of medical educa- 
tional progress and to those who, already know- 
ing something of the subject, are glad to have 
their factual background filled in in greater detail. 
Dr. Newman seems to be somewhat hard on 
the mid-century reformers’ concept of ‘the safe 
general practitioner’, but of course the question 
is largely one of viewpoint and emphasis. Pre- 
sumably he wants these admirable general 
practitioners to be ‘safe’; but he thinks that the 


Victorians set about (and to a considerable 
extent committed their successors to) producing 
them in the wrong way. About the G.M.C. he 
is a little tart; inter alia, he points out that the 
value of direct representation of the profession 
on the Council has been doubted; but he cannot 
be said to be unfair in his presentation of facts, 
and of course he is concerned in this book with 
the educational functions of the Council, not 
with its disciplinary and other duties. 

Dr. Newman is anxious that the problems of 
medical education should become the subject of 
proper scientific study and experiment, and 
those of us who have been thinking along similar 
lines already know him as a welcome and stimu- 
lating colleague. This book will make him, 
deservedly, well known to a much larger public. 


A Theory of Disease. By ARTHUR GuUIRD- 
HAM, D.M., D.P.M. London: George 
Allen & Unwin Ltd., 1957. Pp. 204. 
Price 21s. 

THERE are a thousand ways of saying that body 

and mind are one, and this book propounds one 

of them very pleasantly: ‘If I am required to 
summarize in a sentence what is the funda- 
mental theme of this book I would say that, in 
my view, health is a by-product of religious 
experience’. The author’s approach is psy- 
chiatric and the shadowy parents of psychiatry, 
metaphysics and philosophy keep popping out 
in their scientific son. Every now and then, 
however, in moments of persipience he sees 
what has long been apparent to the naturalists: 
‘In this country facilities for psychiatric treat- 
ment are greater than ever before and increasing 
use is being made of them. But if we became 
totalitarian and an edict were issued from White- 
hall demanding a tougher attitude towards 
neurotics the incidence of neurosis would de- 
crease. It is always possible for psychogenic fear 
to be displaced by fear conscious in origin. 

Many neurotics are capable of shelving their 

phobias and assuming their responsibilities in 

times of crisis. It is possible for neurotic fears 
to be displaced by a fear of possible punishment 

for those addicted to them’ (p. 94). 

That, and several other passages in this book, 
might well be framed and hung in consulting- 
rooms. 


NEW EDITIONS 
The Normal Child, by Ronald S. Illingworth, 
M.D., F.R.C.P., D.P.H., D.C.H., second edition (J. 
& A. Churchill Ltd., 33s.).—The first edition of 
this book, which covered the first three years of 
life and was published four years ago, was well 
received, necessitating a reprint a year later. 
The second edition has been extended to include 
the first five years. In addition to new ones, 
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many sections have been rewritten and the 
whole has been thoroughly revised. It has been 
possible to extend the scope of the work without 
enlarging it, thus improving its usefulness and 
quality. There are four main sections as before, 
on feeding, growth, mental development and 
behaviour. These are all discussed in a practical, 
enlightened manner by an author who writes 
with the authority of a parent of several children. 


The Closed Treatment of Common Fractures, by 
John Charnley, M.B., F.R.C.Ss., second edition 
(E. & S. Livingstone Ltd., 50s.).—That a second 
edition of this admirable book has been called 
for so soon is understandable. John Charnley is 
the most stimulating personality among the 
orthopedic surgeons of the post-war generation 
in any country. He has a genius for seeing 
through the trappings of a problem to its essential 
core, and for explaining his meaning by simple 
diagnosis. Every surgeon should read this book, 
and every student should be made to read it as 
a training in how to think in terms of physio- 
logical and anatomical principles. 


Clinical Proctology, by J. Peerman Nesselrod, 
M.S., M.SC., M.D., in its second edition, 
(W. B. Saunders Co. Ltd., 49s.) is an Ameri- 
can book, and in America proctology is a 
strictly orificial, and therefore a limited, specialty. 
These limitations make the discussion on cancer 
of the rectum, and the description of surgical 
treatment for prolapse of the rectum and for 
imperforate anus, quite inadequate from the 
point of view of the British proctologist. The 
first chapter, on anatomy and physiology, is full 
and copiously illustrated, and compensates to 
some extent for the inadequacy of the rest of the 
book. 


Practical Gynecology, by W. J. Reich, M.D., 
F.A.c.s., and M. J. Nechtow, M.D., F.A.C.S., in 
its second edition (J. P. Lippincott Co., and 
Pitman Medical Publishing Co. Ltd., £5), is 
designed with the practitioner’s needs in mind 
and in general it can be recommended as 
covering its subject very adequately. Methods 
of examination, history-taking and _ special 
tests are all described. The authors pay due 
attention to the many psychological problems 
of gynzxcology. Besides including considera- 
tions of common conditions, the book also has 
chapters on problems in youth, marriage, and 
old age. The illustrations are profuse and good. 
They include quite a number of the less com- 
mon conditions as well. Of course, as is so usual 
when reading American literature, one is aware 
of the fallacy of assuming that our language is 
a common one! The section on genital tuber- 
culosis omits any discussion of the diagnosis or 
treatment of the subclinical type. In a future 
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edition a chapter on the use of antibiotics ir 
gynecological conditions would be helpful. 


Gifford’s Textbook of Ophthalmology, by 
H. Adler, M.D., sixth edition (W. B. Saunders 
Co., 52s. 6d.).—This book was designed for the 
medical student and general practitioner and 
aimed, not at being a boiled-down version o! 
a large volume but as a practical manual tc 
help these two classes of people in their examina- 
tions and their daily work in practice, the raret 
conditions and the more esoteric flights ot 
ophthalmology being ruthlessly eliminated. 
F. H. Adler, Gifford’s successor as author, 
has faithfully followed these aims and _ this 
volume presents a_ well-written and well- 
balanced conspectus of ocular disease and dys- 
function which will be of great value for those 
for whom it is primarily intended. It is perhaps 
a little unfortunate that the general excellence 
of the work in its balanced emphasis on disease 
is not matched by an equally up-to-date 
presentation of current therapy, the practical 
details of which the reader is apparently 
expected to absorb from other sources. This 
attitude may be quite correct in the case of 
antibiotics and the corticosteroid drugs since 
an ephemeris like a textbook may in these 
fields become practically out-of-date between 
writing and publication. It is, however, sur- 
prising in a work published in 1957 to find in 
the section on hypertensive retinopathy that 
the only treatments mentioned are sympa- 
thectomy, adrenalectomy and low-protein, low- 
sodium and low-salt diets. 


Medicine for Nurses, by M. Toohey, M.D., 
M.R.C.P., D.C.H., third edition (E. & S. Living- 
stone Ltd., 30s.).—The progress of medicine 
and the popularity of this book have made a 
third edition necessary only two years after its 
predecessor. The general arrangement and clear 
teaching diagrams remain the same. Dr. Henry 
Rollin’s excellent chapter on psychological 
medicine, although at the end of the book, 
should be read early by the nurse, for it will 
give her the right outlook on her work. As well 
as providing sound basic teaching, this book 
will satisfy the nurse who wants to keep her 
medical knowledge up to date. It is a first-class 
publication in every way, and well worth the 
money. 





The contents of the December issue, which will contain 
a symposium on ‘ Winter Ailments’, will be found on page 
A120 at the end of the advertisement section. 





Notes and Preparations see page 641 
Fifty Years Ago see page 645 
Motoring Notes see page A79 

Travel Notes see page A87 

Approved Names see page Agi 
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In a recent clinical article (J.A.M.A., 1957, 163, I115) 
it was stated that in a series of 2,511 cases in which 28 
agents were tested in the symptomatic treatment of 
migraine, ergotamine tartrate was proved to be the most 
useful drug—and 81°. of the patients showed improve- 
ment when ergotamine tartrate and caffeine were 
compounded with belladonna alkaloids. 

Orgraine applies the same successful principles of 
treatment. 


packs: Tablets individually foil-stripped, 
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NOTES AND PREPARATIONS 


NEW PREPARATIONS 
‘COBADEX’ ointment contains 1°%, of hydro- 
cortisone B.P.C. in a water-repellent base which 
renders it ‘particularly suitable for the treatment 
of contact dermatitis’, especially in industry 
and the home. It should not be used ‘on raw, 
weeping surfaces because it tends to hold back 
any exudate’. Supplied in tubes of 10 g. (British 
Drug Houses Ltd., Graham Street, London, 
N.1.) 


‘CYCLOSERINE LILLy’ tablets each contain 250 
mg. of cycloserine, which is a water-soluble 
antibiotic produced from Streptomyces orchi- 
dacea. They are intended for the treatment of 
severe pulmonary tuberculosis resistant to other 
drugs, and supplies are at present restricted to 
hospitals. Available in bottles of 40 and 500 
tablets. (Eli Lilly & Co. Ltd., Basingstoke, 
Hants.) 


‘OTosPporRIN’ drops are intended for the treat- 
ment of otitis externa, chronic otitis media and 
infected mastoid cavities, and it is stated that 
they ‘not only destroy practically all bacteria 
commonly found in ear infections but also 
reduce irritation, inflammation and cdema’. 
Each ml. contains 100,000 units of polymyxin B 
sulphate, 5 mg. of neomycin sulphate, and 5 mg. 
of hydrocortisone (free alcohol). Available in 
bottles of 5 ml. with dropper. (Burroughs 
Wellcome & Co., 183-193 Euston Road, London, 
N.W.1.) 


‘PROPONESIN’ tablets each contain 100 mg. of 
tolpronine hydrochloride and are ‘of value in 
relieving pain due to headache, low backache, 
dysmenorrheea, sinusitis, toothache and herpes 
zoster’. They were found ‘useful’ by many 
patients who did not respond to aspirin, and 
‘particular emphasis was given to the rapid 
onset of action’. No cardiovascular, respiratory 
or constipating side-effects were observed. 
Available in bottles of 10, 50 and 250 compressed 
coated tablets. (British Drug Houses Ltd., 
Graham Street, London, N.1.) 


‘PROTAMYL’ tablets each contain 12.5 mg. of 
promethazine hydrochloride and 50 mg. of 
amylobarbitone, and are indicated ‘mainly in the 
less severe mental and emotional disturbances, 
for use at bedtime in cases of insomnia, in 
obstetrical sedation, and in certain dermato- 
logical conditions particularly chronic urticaria 
and atopic eczema’. Supplied as _ sugar- 
coated tablets in containers of 50 and 


500. (Pharmaceutical Specialities (May & Baker) 
Ltd., Dagenham, Essex) 


‘S-M-A’ infant food ‘is derived from the milk of 
tuberculin-tested cows’ and is ‘essentially the 
same as human milk in major physical and 
chemical properties’. Each fluid ounce (28.5 ml.) 
yields 20 calories, and the nutritional results 
obtained ‘closely resemble those produced by 
normal breast feeding’, The food may be 
prepared for a twenty-four-hour period or a 
single feed. Available in 16-ounce nitrogen- 
sealed tins, complete with measuring cup. 
(John Wyeth & Brother Ltd., Clifton House, 
Euston Road, London, N.W.1.) 


PHARMACEUTICAL NOTES 

Tue Distitters Co. (BrocHemicats) Lp. 
announce that their oral preparation of peni- 
cillin V (phenoxymethylpenicillin), ‘distaquaine 
V’, is now available in an additional pack con- 
taining 500 tablets (120 mg. or 240 mg.). 
(Broadway House, The Broadway, Wimbledon, 
London, S.W.19.) 


Rousse. LaBoratTorigs LtTp. announce the 
addition of ‘greasy ointments’ to their ‘hydro- 
cortisyl’ range of hydrocortisone skin ointments, 
to conform to the specification in the British 
National Formulary. Packs, strengths and prices 
will be identical with those of the non-greasy 
ointments. (847 Harrow Road, London, 
N.W.10.) 


ROYAL SOCIETY OF MEDICINE 
THE next meeting of the Section of General 
Practice will be held at 8.15 p.m. on Wednesday, 
November 20, when the subject for discussion 
will be “The Management of the Hopeless 
Case’. The opening speakers will be Dr. Ronald 
Gibson and Dr. C. J. Gavey. 


CANADIAN JOURNAL OF SURGERY 
CANADIAN surgery has always stood high in the 
surgery of the world, and many of the leading 
surgeons of the American Continent, such as 
Donald Balfour, the ‘father’ of the Mayo Clinic, 
have been Canadians. It is therefore surprising 
that there has as yet been no Canadian surgical 
journal, and a matter for congratulation that 
one has now appeared. It will be assured of a 
long and successful career. The Canadian 
Journal of Surgery is to be published quarterly 
by the Canadian Medical Association, with Dr. 
R. N. Janes, Professor of Surgery in the Uni- 
versity of Toronto, as chairman of the editorial 
board, and Dr. S. S. B. Gilder as editor. Articles 
will appear in French or English, each followed 
by a summary in the other language. We wel- 
come this stimulating addition to our con- 
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temporaries. (150 St. George Street, Toronto 5, 
Canada, $10.) 


CHRISTMAS GIFTS FUND APPEAL 
Mr. R. M. HANpDFIELD-JoNngEs, Chairman of the 
Committee of Management of the Royal Medical 
Benevolent Fund, writes:—‘Although we are 
now able to give far larger grants than in the 
past, it is difficult for your readers to realize 
what extraordinary joy and happiness the 
Christmas Gift brings to our beneficiaries. I 
appeal most earnestly to all members of the 
medical profession to help to bring Christmas 
cheer into the homes of many of our less 
fortunate doctors’. Contributions, marked 
‘Christmas Gifts’, should be sent to the 
Secretary, Royal Medical Benevolent Fund, 
1 Balliol House, Manor Fields, Putney, London, 
S.W.15. 


NAPT CHRISTMAS SEALS 
Tuts year the record number of two hundred 
million Christmas seals will be issued by the 
National Association for the Prevention of 
Tuberculosis. The seals provide funds for the 
work of the Association in the prevention of 
tuberculosis and other chest diseases, and in 





promoting the welfare of tuberculous patients, 
both directly and through its affiliated care 
committees. A hundred different seals showing 
Christmas emblems in gay colours form a sheet 
with a fairy queen design, and can be obtained, 
price 4s. per 100, from the Duchess of Portland, 
NAPT, Tavistock House North, London, 
W.C.1. 


NAPT SYMPOSIA 
Two symposium meetings have been arranged 
by the National Association for the Prevention 
of Tuberculosis and will be held in the Great 
Hall, B.M.A. House, Tavistock Square, London, 
W.C.1. A symposium on Carcinoma of the Lung, 
under the chairmanship of Dr. N. Lloyd Rusby, 
D.M., F.R.C.P., on Friday, November 22, 1957, 
from 3.30 to 6.30 p.m., and one on Cardiac 
Problems for General Physicians, under the 
chairmanship of Dr. K. Shirley Smith, M.D., 
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F.R.C.P., on Friday, December 6, from 3.30 to 
6.30 p.m. Further details may be obtained from 
the Association at Tavistock House North, 
Tavistock Square, London, W.C.1. 


PRIZE ESSAY COMPETITION 
Turee cash prizes will be awarded during 1958 
by the American College of Chest Physicians, for 
the best contributions prepared by under- 
graduate medical students on any phase of the 
diagnosis and treatment of chest diseases (heart 
and/or lungs). The value of the prizes will be 
$500, $300 and $200, and entries must be 
received by April 15, 1958. Application forms 
may be obtained from the Executive Director, 
American College of Chest Physicians, 112 East 
Chestnut Street, Chicago 11, Illinois, U.S.A. 


THE NUFFIELD FOUNDATION 
Tue twelfth report of the Nuffield Foundation, 
for the year ended March 31, 1956, shows that 
the many projects to which support was given 
during the year included: the rehabilitation of 
disabled farm workers, the extended use of 
television in x-ray investigations, the training of 
the blind in Africa, and research into the nature 
of hypnosis and the possibility of estimating 
mental illness and its relief by physiological 
tests. The Foundation receives a large number of 
applications for support, and, ‘to save unneces- 
sary disappointment and waste of time and 
effort’, the report emphasizes that among those 
things for which grants cannot normally be made 
are: expenses of congresses and conferences, or 
of delegates who wish to attend them; the 
publication of books or reports; travel grants to 
enable persons to take up appointments over- 
seas; the supplementation of scholarships or 
maintenance grants. The Foundation does not 
make contributions to public appeals ‘since all 
the time its aim is to support promising work, 
which for some reason is not attracting support 
from elsewhere’. 


EMERGENCY BED SERVICE 
THE annual report of the London Emergency 
Bed Service shows that during the year ended 
March 31, 1957, applications for admission to 
hospital numbered 60,973 (4,722 less than in the 
previous year). This decrease was due to ‘a 
phenomenally quiet winter’, applications for 
general acute cases being at a normal level during 
the remainder of the year. Although the small 
number of applications during the period 
January to March (15,982) ‘should have made 
admissions easy’, the proportion of cases ad- 
mitted through the operation of the medical 
referee system remained high (10.2%). Applica- 
tions for infectious cases were considerably 
fewer than in the previous year until January, 











ANNOUNCEMENTS 











\ 


Z 
eZ 
oA; 
g 
Z 
4, 
Z 
y 
Z 


fj 
(Z, 


J 


- 


~~ A 
TOA \: 


YYYV PINON YTVY KAI SY 


for chilblains... 


STEROGYL-15 


Hem =©—600,000 I.U. VITAMIN D2 


oral — massive dose 


doses 60% success 


ne ampoule weekly for three consecutive w 
ALCOHOLIC FOR ADULTS OILY FOR INFA 


843-847 Harrow Road London N.W.10 Ladbroke 6611 


NANA AAA 


LS/ 34 


D> 
GY 
heal 
a 


V smmmmsiddddse!” tLe. 
CMtttdll dl h ttt diaeardbd bth 





an 


A 74 THE PRACTITIONER 


RE A TTR I 















DANDRUFF.. 


.». a medical problem 


DANDRUFF (seborrheic dermatitis of the 
scalp) is a medical problem which you can 
treat effectively. Although your patients 
may never think of asking your advice, 
your prescription for SELSUN Suspension 
can give them lasting relief from dandruff 
— quickly, easily and economically. 

Just a few SELSUN applications relieve 
itching, burning and scaling symptoms. 
Once the scalp is restored to health, SELSUN 
keeps it free of scales from one to four 
weeks with each application. 

SELSUN control lasts. 82°, of patients 
in a clinical study had no recurrence of 
seborrhoeic dermatitis even after they had 
used SELSUN for two years. 

Simple and pleasant to use, SELSUN is 
applied and rinsed out while washing the 
hair — it takes only about five minutes. 

SELSUN Suspension is available, with 
complete directions for use in 2 fl. oz. and 
4 fl. oz. bottles. 
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when the usual biennial epidemic of measles set 
in and caused a sharp rise for the remainder of 
the period. 


CAUSES OF DEATH IN 1956 
PROVISIONAL figures issued by the Registrar 
General of the causes of death in England and 
Wales during 1956 show that deaths from some 
infectious diseases have again declined to a new 
low record, including diphtheria (8) and, measles 
(30), whilst there were 127 fewer deaths from 
acute poliomyelitis. Deaths from cancer of the 
lung increased by 914 and those from coronary 
and arteriosclerotic heart disease by 4,193, and 
there were 282 more suicides. 


CIRRHOSIS OF THE LIVER 
CirrHosis of the liver is now the fourth most 
frequent cause of death in the United States, 
according to figures released by a leading 
United States insurance company. The three 
leading causes of death are heart disease, cancer, 
and cerebral hemorrhage. 


INSECTICIDE DANGER 

IN spite of the fact that chemical firms are 
testing as many as 50,000 compounds a year for 
their insecticidal properties, scientists are run- 
ning out of effective insecticides which are at 
the same time economic and non-toxic to man, 
according to the report of a technical con- 
ference on insect resistance recently convened 
by the World Health Organization. In 1946, 
only two species of insects of public health im- 
portance, the house-fly and certain kinds of 
mosquitoes, were resistant to D.D.T. Today, 
they number 38, including several species of 
malaria-transmitting mosquitoes, plague-carry- 
ing fleas and typhus-bearing lice. 

What the members of the conference describe 
as ‘the most pressing need in this race for time 
against insect resistance’ is more research which 
is inadequate at the present moment, and 
mainly because of lack of financial support from 
governments. 


SELLING DRUGS TO DOCTORS 
‘THERE are now 250 pharmaceutical companies 
in the United States of America selling drugs 
to doctors. Their current sales volume is $2,500 
million, and it is hoped to double this within 
the next five years. This sales volume is largely 
dependent upon prescription and recommenda- 
tion by doctors, and the companies concerned 
are spending $100 million in advertising their 
preparations—compared with $15 million in 
1940. Direct mailing has increased from some 
1500 mailings per doctor in 1946 to at least 
4000 this year. 

In editorial comment on these figures, The 
New England Journal of Medicine says: ‘Whereas 
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at one time a new product could hold its field 
for five years it is now faced with five or six 
competitors within a vear, with no real benefit 
to the customer. For the most sanguine physi- 
cian will hardly believe that last year’s product, 
so highly extolled at the time, can really be as 
ineffective as it must be if this year’s replace- 
ment is so much better’. 


ACCIDENTS IN SCHOOLS 

A survey of accident reports from the 33 local 
authority schools in Cheltenham during the 
years 1952 to 1956 revealed that the total 
number of accidents was 521 (‘T.O.P.D. Lawson 
and A. Parry Jones, Medical Officer, 98, 151). 
Of these, 336 were due to falls and collisions, 23 
to squeezed fingers (mainly among the younger 
children, and all but one caused by doors in 
school toilets), 2 to splinters, 16 to twists, and 
144 were classified as ‘miscellaneous’. As might 
be expected, most accidents took place in school 
playgrounds ‘under conditions where strict 
superivison would not be possible’, but one-third 
took place in classrooms and during physical 
education and sporting activities. Many of the 
injuries were trival but one-fifth were fractures, 
although the majority of these were only diag- 
nosed on x-ray examination and their treatment 
was uncomplicated and uneventful. Apart from 
certain minor defects in school playgrounds it 
was not considered that structural defects in the 
schools were seriously contributing to a large 
number of accidents and ‘it is not considered 
that accidents in the schools under review, 
constitute a serious problem’. 


MINIATURE RADIOGRAPHY 
ComMERCIAL development work is now pro- 
ceeding on an x-ray device which, complete 
with its ancillary picture-viewing equipment, 
can be carried in a doctor’s bag, according to a 
report in The Financial Times. The basic 
element of the unit is a radioisotope source of 
strontium-90, which is inserted into a unit 
about the size of a matchstick. The combined 
size of the container, the control unit and the 
image intensifier is such that the whole unit can 
easily be carried in either a doctor’s bag or a 
normal-sized briefcase. 


PUBLICATIONS 
Proceedings of the Royal Society of Medicine. 
Golden Jubilee Number.—For fifty years the 
Editors of the Proceedings have performed the 
difficult task of recording the day-to-day trans- 
actions of the many Sections that make up the 
Society, and at the same time producing a 
journal whose scientific standing will be a credit 
to the Society as a whole. The Jubilee volume, 
in a gold cover bearing the Society’s crest in 
colour, is a notable achievement. Sir Francis 
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Walshe, in a brief forword, outlines the history 
of the Proceedings, its origin as the successor of 
the Transactions of the constituent societies 
whose amalgamation in 1907 formed the Royal 
Society of Medicine, its steady growth, and 
the part it plays today. Portraits of the first 
president, Sir William Selby Church, and the 
reigning president, Sir Clement Price Thomas, 
follow. As a considered record of the opinions 
of many of the leading British scientists and 
clinicians in the year 1957, this volume will have 
a permanent value. 


Handbook of Toxicology, Vol. 2: Antibiotics, 
edited by William S. Spector, is published under 
the aegis of the Division of Biology and Agri- 
culture of the U.S. National Academy of 
Sciences- National Research Council. It presents 
data on the ‘physical, chemical, biological and 
toxicological properties of 340 antibiotics’. 
(W. B. Saunders Co., 42s.) 


EKG-Fibel, by Dr. Med. Rolf Heinecker, is 
almost a faultless treatise on clinical electro- 
cardiography. It is profusely illustrated with 
tracings recorded by the three standard bipolar 
limb leads and often by unipolar limb and chest 
leads. A commendable feature is that the chest 
leads are not shown if limb leads illustrate the 
fault which is being described. Few conditions 
that affect the cardiovascular system producing 
an abnormal cardiogram are omitted from this 
work. A small criticism is that many of the 
tracings are very small, but they are clear and 
faithfully portray the abnormality they are 
meant to show. (Georg Thieme, price DM 
19.80.) 


Role of Hospitals in Programmes of Community 
Health Protection, WHO Technical Report 
Series No. 122, is the first report of the expert 
committee on organization of medical care. It 
is a stimulating, if provocative, review of how 
the hospital can provide the population with 
complete health care, both curative and pre- 
ventive, and also be a centre for the training of 
health workers and for ‘bio-social’ research. 
(H.M. Stationery Office, price 1s. 9d.) 


The Maladjusted Child—The Underwood Report 
and After consists of the proceedings of a con- 
ference devoted to this subject earlier this year. 
The subjects dealt with include ‘Why Mal- 
adjusted’ by Professor Ben Morris, ‘Contri- 
buting Factors’ by Dr. Kenneth Soddy, 
‘Dealing with the Problem’, by Dr. John 
Bowlby and others, and ‘Next Steps’ by Dr. 
Mildred Creak. (National Association for 
Mental Health, price 5s.) 


Angry Young Doctor, by Louis Goldman, is 
well written. Dr. Goldman has given cold and 
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factual expression to the anger, frustration and 
despondency which one finds in so many young 
doctors today. He indulges neither in maudlin 
self-pity nor in blind tirade. In past decades, 
young doctors suffered bad conditions of em- 
ployment but with prospects of better things to 
come. Dr. Goldman is the spokesman of a 
generation which feels that it is being exploited 
with no promise of security ahead. The facts he 
gives will startle many a layman. His method 
of presenting them may shake one or two ‘old 
doctors’ out cf their complacency. (Hamish 
Hamilton, price §s.) 


Mental Depressions and Their Treatment, by 
S. H. Kraines, M.D., is an omnibus of informa- 
tion, much of it admirable. The author de- 
scribes six phases in the disorder which has the 
merit of a scheme, though phobias and blame 
do not take an important place. But the over-all 
picture is not clear; much more selection of 
facts is desirable. Many would quarrel with the 
assertion that attacks last eighteen months when 
untreated. He mixes very psycho-analytical 
statements, e.g. voyeurism, sexual promiscuity 
and sexual attacks are depressive equivalents, 
with a generally mechanical outlook that de- 
pression must be due to diencephalic disease 
If we grant that conclusion we shall wish rathe: 
clearer reasons than are given in the lengthy 
appendix. (The Macmillan Company, price 
56s.) 


Current Medicine 1957, by M. S. Qureshi, M.B., 
F.R.C.S.Ed., M.R.C.O.G., presents ‘the latest 
views on some important medical topics of 
special interest to doctors in Pakistan’. (Q 
Publications, Karachi 1, Pakistan, price 25s.) 


World Medical Periodicals, second edition, 
compiled by L. T. Morton.—This edition, 
which has been prepared under the guidance of 
the Joint Committee on Medical Documentation 
of the World Medical Association and the 
International Union of the Medical Press, 
contains about 800 more titles than the first 
edition. Entries in the subject index have been 
grouped under countries, and there are new 
appendixes giving the principal international 
abstracting and indexing journals. A further 
useful feature is the inclusion where possible of 
the address of the publishers of the journals 
listed. (British Medical Association, London, 
price 30s.) 


Clinical Excerpts, Autumn 1957, appears in a 
new and more attractive form, and includes 
historical as well as topical articles, book reviews 
and annotations. (Bayer Products Ltd., Neville 
House, Kingston-on-Thames, Surrey.) 
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I rapidly relieves gastric pain 
2 safely buffers excess acid 

3 non-alkalising 

4 non-constipating 

5 


stable, consistent and predictable 


Prodexin tablets sucked at regular intervals provide continuous buffering of gastric 
acid at about pH4, no matter how acid the stomach contents or how often the stomach 
empties. Prodexin does not alkalise the stomach and does not stimulate compensatory 
secretion of acid. The tablets are pleasant to take, non-gritty and non-constipating. 


PRODEXIN 


Each Prodexin tablet contains: 
Aluminium glycinate 

(dihydroxy aluminium , 
aminoacetate)...... 0-9 gramme Dispensing packs 
Light magnesium of 240 tablets (basic 


Carbonate. .ccceres 0-1 gramme N.H.S. cost 30/4d.) 


Cartons of 30 singly 
wrapped tablets. 








c. L. BENCARD LTD -. PARK ROYAL - LONDON .«- N.W.10 
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fifty Bears Ago 


‘It is always the unreadable that occurs’.—Oscar Wilde: The Decay of Lying. 


NOVEMBER, 1907 


“WHEN a sensible man was asked whether he 
objected to the legalizing of marriage with a 
deceased wife’s sister, he replied that there 
could not be the slightest objection to such a 
law, provided that it was not made compulsory. 
Most intelligent persons [the Editor comments] 
would take the same view, as there cannot be the 
smallest objection to such a marriage on the 
ground of consanguinity. But, in the voluminous 
correspondence, wise and otherwise, which has 
taken place in consequence of the recent passing 
of the Act, a curious question on the desirability 
or non-desirability of legalizing marriage with a 





i et 
Horatio George Adamson, M.D., F.R.C.?. 
(1865-1955) 





deceased husband’s brother has arisen, and 
much has been said about the hypothesis of 
telegony, or the reproduction, in the offspring 
of one sire, of characteristics derived from a 
previous sire, to whom the mother has borne 
offspring. This theory, although at one time 
widely entertained, has we believe broken down 
under the test of careful experiment’. The 
opinion expressed by P. Chalmers Mitchell is 
considered ‘sound and sensible’ : ‘those who wish 
to legalize marriage with a deceased husband’s 
brother, need not fear the existence of a physio- 
logical barrier; and couples, who have already 
one child, need not become Malthusians lest 





consanguinity acquired through the first child 
ruin the constitutions of subsequent children’. 

The item ‘Notification of Births’ in ‘Notes by 
the Way’ is outspoken and vigorous: ‘If the 
medical profession were really a well-organized 
trades-union, as is sometimes alleged by lay 
writers and speakers, Lord Robert Cecil’s bill 
for bringing about a much-needed reform in the 
registration of births would almost assuredly 
not have been allowed to pass in the form in 
which it finally became law. Evidently the desire 
to obtain credit for a little philanthropy at other 
people’s expense proved too strong for the 
House of Commons to resist. It is a very human 
failing, but the members might reflect upon the 
fact that cheapness in philanthropy is rather 
more unsavoury even than in other commodi- 
ties. It may be that the gentry of the long robe, 
finding themselves in a role altogether un- 
associated with their profession, were deter- 
mined to get out by a short cut, and hence the 
little exhibition of chicanery to finally secure 
the passage of the bill. Having first appealed for 
the support of the doctors, in order to help 
forward a measure affecting the public weal, 
on the ground of the invariable readiness of 
their ‘‘noble (at this stage) profession” to do 
this even at the cost of some self-sacrifice, the 
House then proceeded to thrust upon them a 
public duty, not only without reward, but with 
the penalties of summons and fine attaching to 
non-performance’. 

The opening article “The Lower Limit of Age 
for School Attendance’, is by Arthur News- 
holme, M.D., F.R.C.P., M.O.H. for Brighton, 
who believes that educationally the attendance 
of children under five is useless and should be 
prohibited, ‘as it involved unnecessary and 
serious risk to health’. On economical grounds 
he advocates the establishment of créches to 
accommodate not more than 25 children in two 
or three rooms, with arrangements for feeding 
and for general care. 

Edward Turton, M.D., M.R.C.P., Physician 
to the Hull Royal Infirmary, discusses “The 
Opsonic Treatment of Pulmonary Tuberculosis 
by Tuberculin: a record of seventeen consécu- 
tive cases’. F. Craven Moore, M.D., M.R.C.P., 
Hon. Physician to the Ancoats Hospital, and 
Lecturer on Medicine, University of Man- 
chester, reviews ‘Rectal Feeding’. J. Crawford 
Renton, M.D., of the Glasgow Western In- 
firmary, presents ‘Notes of Surgical Cases’, and 
T. Bonhéte Henderson, F.R.C.S., Surgical 
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Registrar, The Cancer Hospital, Brompton, 
reports ‘Some Unusual Abdominal Cases’. 
Gordon Lambert, M.D., deals with ‘ ““Weak 
Hearts”’ in General Practice’. 

Of Sir William Gull (‘Leaders in Modern 
Medicine’) we are told that ‘His resemblance 
to the great Napoleon . . . was not only in face 
form, but also in manner. This latter, 
always masterful, acquired at length something 
of imperiousness, while his exposition of his 
views became tinged with dogmatism; both 
combining to give that unconscious touch of 
egoism common to so many great men, which, 
however so much appreciated by disciples, and 
those seeking for light and leading, is naturally 
resented by equals in standing’. 

‘Notes from Foreign Journals’ report Mouney- 
rat as stating that ‘the automobile at a modegate 
speed is the treatment de choix for anemia... 
thanks to the free air-supply obtained, there is 
a marked increase in the number of the red cells 
and in the amount of hemoglobin not only in 
healthy subjects but in anemic persons’. 

‘A System of Medicine’. By eminent authori- 
ties . . . Edited by William Osler and Thomas 
McCrae, ‘is of the highest degree of merit, and 
if the subsequent volumes maintain the same 
standard of excellence as those to which we have 
referred, there will be at the service of every 


and 
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plete reference books on Medicine 
published’. 

‘The Skin Affections of Childhood, with 
Special Reference to those of more Commor 
Occurrence, and their Diagnosis and Treatment 
by H. G. Adamson ‘calls for highest praise 
The author has given a most lucid account o! 
the common skin diseases of childhood, anc 
excellent illustrations throw light upon the dis. 
tribution and characteristics of many 2f th 
affections described . . . a large amount of spac 
is allotted to ringworm and its treatment 
Evidently Dr. Adamson is strongly in favour o 
the x-ray treatment of this disease, which i 
described in great detail, and will be welcome 
to many who are unfamiliar with the technique 
and details of procedure’. 

Horatio George Adamson obtained the M.D 
in 1892 and was elected F.R.C.P. in 1911. Hi 
was dermatologist at Paddington Green Chil 
dren’s Hospital and the North Eastern Hospita 
for Children, before he became head of the skit 
department at St. Bartholomew’s in 1908. Hi 
retired in 1928. A dermatologist of internationa 
reputation, he served as president of the Britis! 
Association of Dermatology. He was a talente« 
artist, facile with pencil and brush. Th 
Adamson-Kienbéck x-ray technique for treatin 
ringworm is still widely used. 
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ANALGESIC - DECONGESTIVE - RELAXANT 
Bengue’s Balsam gives almost immediate relief from pain 
and congestion and facilitates freedom of movement. Max- 
imum relief in minimum time is assured by Menthol and 
Methyl Salicylate in optimum quantities. The Lanoline 
excipient ensures deep penetration of the tissues. Invalu- 
able as external treatment in Fibrositis, 
Myalgia, Muscular Fatigue, Sciatica and Neuralgia. 
Tubes of § oz. and 1 oz. Dispensing Pack : 1 |b. 
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Save time on urine tests with... 


GLINITEST and AGETEST 


Reagent Tablets Reagent Tablets 
for the detection of Glycosuria for the detection of Ketonuria 


Both tests performed simultaneously in 1 minute! 


Specialists,General Practitioners,Clinicsand acetone tests can be carried out simultane- 
Hospitals in all parts of the country have ously in one minute! 

used and prescribed ‘Clinitest’ Reagent 
Tablets since 1947. Many valuable hours 
have been saved. Now after intensive re- 
search work and clinical trials the makers of 
*Clinitest’ Reagent Tablets have produced 
*Acetest’ Reagent Tablets for the detection 
of Ketonuria. With ‘ Clinitest’ and ‘Acetest’ 
Reagent Tablets, reliable routine sugar and 





The advantages of 
ACETEST 


Reagent Tablets 


Quick and reliable, a single tablet provides all 
the reagents to perform a test. Low cost 
permits this tablet test to be used as a screening 
procedure or as a routine for diabetic patients. 
No danger of false positives with normal urine, 
No caustic reagents. 


TO PERFORM A TEST: 


1 Put 1 drop of urine on tablet. 

2 Take reading at 30 seconds. 
Compare tablet to colour 
chart provi 

3 Record results as negative, 
trace, moderate or strongly 
positive. 

Supplied in bottles of 100 
tablets with colour scale. 
*Acetest’ Reagent Tablets 
(diagnostic nitroprusside tabs.) 
are also available under the 
N.H.S. on Form E.C.10. 
Basic Drug Tariff price 3/10 
per bottle of 100 tablets 

(with colour scale). 


CLINITEST 


No external heating - No measuring of reagents 
Approved by the Medical Advisory Commit- 
tee of the Diabetic Association. The 
*Clinitest’ set, refills and accessories are all 
available under the N.H.S. on Form E.C.10. 


(Basic Drug Tariff Prices: Set 6/8 complete. ay, P- 
Refill bottles of 36 tablets 2/4.) (1954) ‘Practical ay ‘Biochemistry 
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CLINITEST 
HOSPITAL EQUIPMENT 


An invaluable time-saver in wards 
and clinics. Write for details and 
hospital prices. 


NUFFIELD HOUSE, PICCADILLY, LONDON, W.1. 
Telephone: REGent 5321 











A 78 THE PRACTITIONER 


ZA 
——————————— 











Drive the impressive 


_HUMBER HAWK 
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WITH FULLY AUTOMATIC TRANSMISSION OR OVERDRIVE 
(AVAILABLE AS EXTRAS) 


More Power - More Room -and Greater Safety ! 


6-seater comfort Exceptionally wide doors and a lower floor give easy 
access to the luxury of an interior that is inches more roomy in every direction. 


6 Extra-satety teatures * Unit construction of immense strength 
* Panoramic vision % Low centre of gravity and Balanced Weight Distribution 
*% Instant response ... vivid acceleration % Big brakes % Padded safety roll. 
Greatly improved power unit The latest development of the famous 
Humber 4-cylinder engine gives an even more exciting, velvet-smooth perform- 
ance with economy. High power/weight ratio. 


£8400 plus £421.7.0 purchase tax 


White-wall tyres and chromium rimfinishers available as extras 
AVAILABLE ALSO AS A TOURING LIMOUSINE 


A PRODUCT OF 








ROOTES MOTORS ‘" 


HUMBER LIMITED ~ DIVISION OF ROOTES MOTORS LTD - LONDON SHOWROOMS AND 
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MOTORING NOTES 


Thoughts on the Motor Show 
By ROBERT NEIL 


DirFERENT people certainly approach the annual 
Motor Show, in whatever country they live, in 
completely different ways. The general public, 
in many cases, regard it as spectacle pure and 
simple whilst there are sections of the industry 
which regard it with some dislike because it is 
felt that this centralizing of the public’s thoughts 
on motoring in such a short period as ten days 
once a year does more harm than good, in that 





Fic. 


1.—The Rolls-Royce Silver Cloud, the world’s 
finest car. 


it tends to stifle sales during the important 
summer months. It must be remembered, 
however, that foreign motorists, distributors, 
and dealers regard the Earls Court Exhibition as 
the great annual display, in a centralized shop 
window, of British automobiles. 


THE MANUFACTURERS’ VIEW 

There is an increasing tendency for manu- 
facturers to produce their new models at a time 
and place which suits them personally, rather 
than to save their announcement until October. 
Even allowing that there is justification for this 
—and I will discuss that point—it is, in my 
opinion, still necessary for an annual show to be 
held, even if for no other reason than to prevent 
foreign motor manufacturers from thinking that 
decadence has set in. There are many sound 
reasons why it is not always best to launch a 
new car at Earls Court. Once committed to 
exhibiting a truly new car at the show there is a 
danger that the new model’s development and 
production may be rushed, with the result 
sometimes that both the public and manu- 
facturers are disappointed by failure to begin 
deliveries in a matter of days. If, on the other 
hand, a new model goes through its routine 
development in a leisurely manner, so that every 
bug is eliminated before its announcement, 
purchasers can be satisfied by immediate 
delivery. Despite all this, the vast majority of 
opinion is in favour of the show. 


GENERAL OBSERVATIONS 
Even if very few completely new cars are being 





shown this year the motoring public will, as 
always, welcome the opportunity of making 
direct comparisons between the cars forming 
their short list. Incidentally, what a fine thing it 
would be if really organized road tests could be 
laid on for serious buyers, so that practical 
comparisons could be made on the road. 

Probably the first thing that will strike the 
careful observer at Earls Court is the very dif- 
ferent lines on which the motor industries of 
America, the Continent and Great Britain are 
progressing. The cars from the United States are 
still completely representative of the American 
approach to motoring: enormous cars capable of 
carrying the entire family and their chattels, and 
which, because of the low price of petrol, need 
not have their power reduced in the interest of 
economy. On the other hand, the car from 
Europe is obviously being designed with the 
idea of extreme economy very much in the 
manufacturer’s mind; this is to be expected in 
view of the vast European market which at the 
moment is denied cars. In Britain, as one would 
anticipate, a middle path is followed, and the 
average British car is designed to appeal to the 
widest possible market. As a result of these 
varying approaches to the problems, however, 
the interesting situation has arisen that American 
motorists requiring a more economical car are 
forced to buy either British or Continental, 
whilst the British driver wishing more than a 
motorcycle and sidecar looks toward one of the 
miniature and ultra-economy cars built abroad. 

The selection of medium-priced cars on the 
market is large enough for almost any motorist 
to be suited. So large is it, and so well balanced 
are the specifications of almost all examples, 
that the final selection can be very difficult. 
In addition, the specifications of many cars in 
the same price range are very similar, with the 
result that their performance and fuel consump- 
tion figures show but little variation. As a result 
the final choice by the private motorist tends to 
depend upon the tastes of his wife as far as 
colours and body trim are concerned. Whilst the 
more conservative of motorists will regret this 
situation, it does indicate the good over-all 
efficiency of this class of car. 


THE COLOUR QUESTION 
It is interesting to note the much greater 
flamboyance of British cars in recent years. 
Although the British industry never went as far 
as Henry Ford—who offered every shade of 
black—there was a period when British cars 
were distinguished by their sober and quiet 
appearance. This seems to be finished for ever, 
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but one hopes that the present tendency to 
finish all cars in dual colours of some garishness 
will not be carried too far. Whether the colours 
of all American cars agree exactly with their 
catalogue description is doubtful; one hopes not, 
as the mind boggles at the picture. Motorists are 
assured that the colours now being used are 
dictated by public demand, but I have yet to 
meet a motorist whose opinion has been sought, 
and those with whom I have spoken are unani- 
mous in preferring the quieter and more durable 
shades. 

One complication created by the varied range 
of dual colours offered is the doubt of the 
purchaser actually obtaining delivery of the 
colour scheme he ordered. Often when his, or 
her, name reaches the top of the distributor's 
list it happens to be a different colour scheme 
that is leaving the factory. Rather than wait to 
obtain the colour scheme wanted, the purchaser 
feels forced to accept what he can get. This 
suggests that many of the motorists one sees 
driving flamboyantly coloured cars might be 
more at home in a quiet black one; the converse 
obviously applies. 


SOME WELCOME MODIFICATIONS 
Although very few completely new models are 
being shown, many manufacturers are showing 
slight modifications to existing models. In most 
cases these modifications are confined to slight 
changes in trimming details or equipment. 
Some of these changes are indicative of the 
increasing understanding of manufacturers of 
the problems facing the average motorist. 
Nothing looks more unsightly than the filthy 
cloth-head lining to be seen on many cars—one 
might say all except those cared for by a 
chauffeur—but nearly all cars likely to be owner- 
driven are now being fitted with a head lining 
made from one of the many artificially produced 
materials, which can be so easily washed with a 
soapy cloth. On the subject of trimming, another 
good feature is becoming more general. In earlier 
days it was usual to upholster the insides of all 
cars with thickly padded material, retained 
usually by uncomfortable buttons, and it has 
taken years for it to be realized that valuable 
space was being wasted. Many of the modern 
cars heve the minimum thickness of internal 
trimming, which not only looks better, but gives 
much more hip and shoulder room. 

One cannot help being surprised that there are 
still some manufacturers who fail to give proper 
attention to the smaller details on their other- 
wise good cars. There are cases in which a 
wraparound rear window is used, in the interest 
of greater vision, but the mirror is so small that 
only a portion of the rear window can be used 
by the driver. There are even more cars where 
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such details as ashtrays and cubby-hole lids are 
placed so as to interfere with some other 
component. At the best a knuckle will be grazed, 
at the worst the item in question will be useless. 


ADVANTAGES OF STAINLESS STEEL 
It is comforting to notice that there is a tendency 
for more stainless steel to be used, in place of the 
untrustworthy chromium plating. At the 
moment, manufacturing difficulties prevent its 
use on some of the smaller and more complicated 
parts, such as ventilator hinges, and its use is 
confined to relatively simple shapes. When it is 
possible to use it for all bright parts motorists 
who value the appearance of their cars will be 
spared considerable worry. One great advantage 





-The Rover go. All other Rover models have the 
same body and comfort. 


FIG. 2. 


of stainless steel is that its qualities are very 
much more than just on the surface. Unlike 
chromium plating which—in spite of its 
description in the dictionary as an untarnishable 
metal—needs wiping down every time it gets 
damp or dirty, stainless steel parts would hardly 
require any attention, and would be resistant to 
such acid attacks as are likely in city atmosphere, 
or in very salt air. 


AUTOMATIC TRANSMISSION 
Many more British cars are now being offered 
with automatic transmission, and this includes a 
large proportion of the medium sized and 
priced models. There is no doubt that automatic 
transmission reduces the driver’s task to a great 
extent. Not only is the clutch pedal eliminated 
completely, but the preoccupation about chang- 
ing gear ceases. With fully automatic transmission 
the driver has nothing more to do than place the 
control lever in the notch marked ‘drive’ ,after this 
the car is controlled entirely by the accelerator 
and brake pedals. As the gears are controlled by 
the combination of the load imposed on the car 
and by the throttle opening, the skilled driver can 
still overcome the automatism to some extent by 
using the accelerator and brake pedals together. 
This is, I understand, the common technique 
with certain American cars. Another system, the 
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Automatic Transmission 


are available on the 1958 


JAGUAR 
54 24 


SALOONS 


Whether personal preference be for the 
2.4-litre or the more powerful 3.4-litre 
the same Jaguar characteristics exist in 
both cars. Either model offers impec- 
cable road performance allied to comfort 
and refinement of the highest order. 
Both models are available with disc 
brakes as an optional extra, and over- 
drive or automatic transmission are also 
offered as optional items of extra 
equipment. 


JAGUAR CARS LTD. 
COVENTRY 


London Showrooms: 


88 PICCADILLY, W.1 


Indeed, every car in the range, which 
also includes the luxurious Mark VIII 
and the superb XK 150 models, may now 
be obtained with automatic trans- 
mission. In the diversity of models 
offered and the variety of optional 
equipment available, the 1958 Jaguar 
series presents the widest field of choice 
in the history of the Company. 





The 2.4-litre Jaguar 
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DUNLOP 


Weathermaster 


for EXTRA GRIP! 


FOR ALL MOTORISTS! 


Sure starting on any surface 

Superb road holding and safe cornering 
Top performance on normal hard roads 
ideal for all-year-round motoring 
Tubeless or with tube 


built better 
to last longer ! 


7H/136 











MOTORING 


British representative of which is known as 
‘manumatic’, allows the clutch pedal to be done 
away with, but it is still necessary for the driver 
to move the gear lever. The closing and opening 
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Fic. 3.—The Jaguar XK 150 convertible with the hood 
lowered. 

of the throttle, and the releasing and engaging of 
the clutch, are controlled by an elaborate system 
of servos and solenoids, as soon as the driver 
touches the gear lever knob, which conceals a 
specially sensitive switch. The disadvantage 
with this method, even though it eliminates the 
clutch pedal, is that it is still necessary for the 
driver to judge when and where the gear lever 
should be moved. I understand from friends in 
the trade that the reactions of the public are to 
confine their attentions almost equally between 
the models with fully automatic transmission 
and those with normal synchromesh gearboxes, 
and that only limited interest is taken in what 
can be described as the half-way measure. 


ROLLS-ROYCE AND BENTLEY 

In the highest price range the models shown by 
Bentley and Rolls-Royce are, as always, supreme. 
Between the Rolls-Royce Silver Cloud model, 
intended primarily for the owner-driver, and the 
Silver Wraith chauffeur-driven model, a new 
model has been produced. Known as the long- 
wheelbase Silver Cloud, this model allows for 
the fitting of a retractable division, which makes 
the car suitable for business or professional use 
during the week with a chauffeur, and for 
owner’s use on other occasions. The 120 m.p.h. 
Bentley Continental two-door saloon is con- 
tinued, but the range has been increased by the 
production of a four-door saloon body—known 
as the Flying Spur—on the same chassis. As it is 
only slightly heavier than the original Con- 
tinental, almost the full performance potential 
of the chassis can be enjoyed with the greater 
airiness and convenience of a four-door body. 
The S-Type Bentley, sister car to the Silver 
Cloud (fig. 1) continues in the same form. 
Automatic transmission, power-assisted steering, 
and power-assisted brakes are available. 


NOTES 


ROVERS 

In the minds of most experienced motorists the 
cars built by Rover (fig. 2) enjoy a reputation 
only slightly less bright than that of the two 
makes I have mentioned. To a great extent this 
is because of the manufacturing process. Rover 
follow a unique system in offering five different 
models, all with a common chassis design, and 
even the body dimensions are similar. The main 
difference lies in the engines, and this method 
allows the purchaser to select the car which will 
provide him with the performance, and the 
degree of economy, he requires, secure in the 
knowledge that all the models will give him the 
same high standard of comfort and convenience. 
By the use of oil reservoirs, and rubber bushes, 
the problems of servicing are reduced to a 
minimum on all Rovers. This is an important 
point to a practitioner. 


AUSTIN, FORD AND MORRIS 

At almost the opposite end of the price scale are 
three cars likely to be of considerable interest to 
many practitioners. These are the Austin A35, 
the Morris Minor 1000 and the Ford Anglia. 
These small four-seater cars are the most 
economical cars produced in quantity in this 
country, and all three have proved their great 
adaptability to a variety of conditions. Many are 
used for completely urban work, at which they 
are excellent because of their smallness and 
manceuvrability, which often allows them to be 
faster from point to point than much faster cars. 
Some are used for main road work, as their 
owners have found them every bit as fast as a 
larger car, and much less of a worry on our 
traffic-infested roads. Under all conditions they 
offer a level of economy which can only be sur- 
passed by the tiniest of miniature cars. They are 
available in both two-door and four-door form. 
In many cases the two-door is the more practical, 
as the one door can be made bigger, making 
entry and exit easier. In addition, there is the 
secondary advantage that, if the owner has small 
children, there is no rear door with which they 
could tamper. 

These three firms manufacture a most 
extensive range of cars. As well as the little 
Austin A35 the Birmingham factory produce no 
less than four other models, from the four- 
cylinder Ass to the large and luxurious six- 
cylinder A135 Princess. Morris similarly pro- 
duce a larger four-cylinder model in two 
versions, the Oxford and the Cowley, as well as 
the six-cylinder Isis. Including body variations 
on different chassis types, the Ford factory 
produce one of the largest ranges of cars from 
one factory. It reaches from the small four- 
cylinder Anglia, through the medium-sized 
Consul, which is also available in de luxe form, 


A83 














THE 


to the larger-engined Zephyr and Zodiac. 
Whilst some of this apparent surfeit is probably 
caused by the desire of individual manufacturers 
to prevent the loss of sales to a rival, it does have 
the effect that competition is so fierce that the 
customer benefits. 


ESTATE CARS 

For reasons of convention it is unlikely that 
many practitioners will be greatly interested in 
the many versions of the estate car body now 
being offered. It is difficult to think of any large 
manufacturer who does not now list at least one 
model with this useful body style. For a country 
doctor, whose other interests are possibly those 
of a countryman, such a car might well be worth 
considering. 


SPORTS CARS 
It is sometimes thought that only the young are 
interested in cars of sporting type, but this is far 
from true. In my experience many of the most 
enthusiastic owners of such cars as Aston Martin, 
Bristol and Jaguar are no longer so very young. 
I have noticed, in fact that often the owners of 
such cars are people whose children have grown 
up and left home, and because their tastes give 
them an interest in the good things of life they 
run two/four-seater sports coupes. This is proof 
that it is not just speed which urges the purchase 
of sports cars, but rather because of the sheer 
pleasure of handling beautifully made precision 
equipment. The latest Aston Martin, known as 
the ‘DB Mark 111’ is further improved as a 
result of lessons learnt during the factory’s 
successful racing season. The radiator grille now 
resembles the functional one used on the racing 
cars, and disc brakes are fitted. Bristol now use 
the larger version of their engine, the capacity is 
now 2} litres, but instead of extracting more 
power from it, the wise decision has been made 
to use the same maximum power, but obtain a 
larger proportion at lower speeds. This has 
naturally made the use of the gear lever less 
necessary, and the car easier to drive. Because 
of their vast racing experience with succeeding 
models—the XK 120 C Type and D Type—all 
using basically the same engine design, the high- 
speed reliability of the production Jaguar can be 
taken for granted; to such an extent that it 
should be to experience engine 
trouble with any Jaguar. Their latest model, the 
XK _ 150 (fig. 3) can be described as the perfect 
Gran Turismo car, being capable of excep- 
tionally high speeds in silence, and a degree of 
comfort which could be properly called luxury. 
Because reliability can be taken for granted in 
the three cars I have just mentioned it is unfair 
to assess their cost by the selling price alone; 
spread over some years the cost of owning one 


impossible 
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could be appreciably lower than would be the 
case with many cheaper cars. 


SOME OTHER MODELS 
I have discussed cars of quality, economy cars, 
certain of the cars from the medium class, and 
those which can best be described as cars of 
sporting character, but there remains those cars 
which for reasons of price, or character, do not 
readily fall into any section. The Humber Hawk, 
the Wolseley 1500 and the M.G. fall into 
individual sections. All four could never suit the 





Fic. 4.—The latest version of the Humber Hawk, which 
is now a go m.p.h. car. 


same motorist but each is the ideal choice for a 
certain driver. The charm of the M.G. lies in the 
fact that it is little smaller, but a little faster, a 
little dearer, but a little better, than the cars with 
which one at first compares it, and it is decidedly 
the car for the motorist who takes a delight in 
his driving. The Humber Hawk (fig. 4) gives such 
an impression of spaciousness when sitting in it 
that it is surprising to find how fast it can be 
driven on twisty roads, and how soothing and 
restful it can be on long straight main roads. 
The Wolseley 1500 uses an engine approximately 
50°, larger than is usual on a car of its size, and 
as a result gives a performance which surprises 
both the driver and other motorists. As no 
attempt has been made to extract high power 
from the engine, the performance is given in a 
very easy manner. In addition, as the engine is 
turning relatively slowly, its appetite for petrol 
is modest, and at a steady 50 m.p.h. a fuel 
consumption of around 40 m.p.g. can be 
obtained. 


SUMMING UP 

Although there are very few new cars at this 
year’s show, it can, I think, be regarded as a 
success, largely because cars of all prices are 
gradually becoming better and better. It would 
be difficult for an inexperienced motorist to buy a 
bad car in 1957. Figures show that it has also 
been a very good year for the industry as a 
whole. 
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MICTINE:: 


Effective omen 


Non-Mercurial 


Oral Diuretic 


STRUCTURE. 


“ Mictine”, brand of aminometradine, is 
1-allyl-3-ethyl-6-aminotetrahydropyri- 
midinedione. It avoids the undesirable 
side-effects associated with mercurial, 
xanthine or sulphonamide agents. 


ACTION AND EFFECTIVENESS 


“‘Mictine” is believed to act by inhibition of 
sodium ion absorption in the renal tubule. 
In therapeutic dosages it has not caused 
any effect on glomerular filtration rate, 
renal plasma flow, cardiac output, heart 
rate or blood pressure, nor any alteration 
in the blood or blood-forming tissues or 
in renal or hepatic function. In a group 
of unselected patients 70 per cent. miay be 
expected to respond to “* Mictine”’. 


TOLERANCE 


“Mictine” is not toxic at therapeutic 
dosages. On the other hand, side-effects 
do occur such as headache and gastro- 
intestinal symptoms. These are reduced 
to a minimum if an interrupted dosage 
scheme is adopted. 


ADMINISTRATION 


A PRODUCT OF SEARLE RESEARCH 








Cowan's Carsict 


FFERENT 
ARTERIOLE 


THE NEPHRON UNIT 


ena, PEL 


tablets daily in divided doses during meals on 
alternate days or on three successive days 
followed by four days without therapy. 
“ Mictine” is not intended to produce initial 
diuresis in more severe congestive failure ; 
however, “‘ Mictine ” may be given when other 
diuretics are contra-indicated, or if tolerance 
to them has developed. 


Available in bottles of 25, 100, and 500 tablets 





“Mictine” is indicated in the maintenance ¢ach containing 200 mg. aminometradine. 


of an cedema-free state in any patient : . ; 
requiring diuretic therapy and the effect- Full literature is available to the medical 
ing of initial diuresis in all patients but profession on request. G. D. Searle & Co. 
those with severe congestive failure. For Ltd., High Wycombe, Bucks. Tel. High 
these purposes the dosage is one to four Wycombe 1770. 


*Registered Trade Mark. 


SEARLE nen 
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Angina 
Pectoris ? 


Because Mycardol has a sustained coronary vasodilator 
action it gives prolonged protection against attacks 

of angina pectoris. The need for repeated doses of trinitrin 
can be reduced and sometimes eliminated altogether 
whilst exercise tolerance is improved. Mycardol’s low 
toxicity ensures that it may safely be prescribed for the 
long-term symptomatic treatment of angina pectoris. 
Medical literature is available on request 


Mycardol 


gives prolonged protection 


Basic N.H.S. cost of one week’s treatment (6 tabs. p.d.) Iijd 

Pentaerythritol tetranitrate. Tablets of 30 mgm. in bottles of 100, 1000 and 5 

Bayer Products Limited 

Neville House, Kingston-on-Thames 

Associated exporting company: Winthrop Products Ltd. 


AmM<>Prw 

















TRAVEL NOTES 


To the Coasts of Barbary 
By PENELOPE TURING 


Nortu Africa is a land of many facets. For 
several generations it has been a holiday country 
where the spirit of Africa and of the East are 
blended in a setting which is never without a 
feeling of adventure. It has sunshine and colour; 
the levelling loneliness of the desert; the 
crowded life of old cities with their mosques 
and casbahs, those lofty fortified dwellings of 
the past, and their bewildering bazaars or souks. 
There is the fertile coast strip and the ageless 
importance of the eases. Phoenician and Roman, 
Sicilian and Turk have !eft their mark upon it. 
It has been the land of Arab, Moor and the 
Corsair pirates. A pageant of abundant life and 
drama through the centuries. 

Others—those who saw it through the eyes 
of the Eighth Army—view it from another angle. 
For them the country is peopled with a very 
different set of shadows, and marked with the 
jokes, the tragedies and comedies of another 
page of history. That page too has been turned, 
and since the war several of these states, like 
the larger world, have had political upheavals. 

To return to the holidaymaker, however, 
North Africa remains one of the most exciting 
areas which one can visit within the compass of 
a short holiday, and is an excellent choice for 
late autumn and early spring. Inclusive holidays 
with air travel and accommodation at a reason- 
able hotel can cost as little as about £62 for 
eight days, or £74 for fifteen days. 


THE CHOICE 

Morocco, and especially Tangier, is perhaps the 
best choice, and there is a wide and fascinating 
range of places to visit. There is also Tunisia, 
and Libya, which is now part of the Sterling 
Area so that one is free of the foreign currency 
allowance. Algeria is virtually out of the picture 
at the present time, owing to the political 
situation. Application can be made to the French 
Embassy for a permit to enter Algeria, but in 
general this is granted only for special reasons 
—such as visiting sick relatives—or to news- 
paper correspondents and others who can justify 
their visit. In any case | doubt if it would appeal 
to many people for a holiday just now. 

Morocco is at its best in spring and late 
autumn, the principal rainfall being in February 
and March. In Libya too, spring is a delightful 
time, but conditions are usually very pleasant 
throughout the winter. 


TANGIER 
Tangier is by far the best known of the North 
African holiday centres, and can be reached 





fairly easily by air. There are plenty of good 
hotels at varying prices, and this is an excellent 
centre from which to visit a number of other 
Moroccan cities. Tangier itself has a magnificent 
sand beach, and the Casbah, the Sultan’s 
Palace, the Museums and, of course, the souks 
with their oriental merchandise of leather work, 
embroidered slippers and carved furniture will, 
in themselves, fill a holiday very pleasantly. 
One point to remember is that although a British 
subject with a valid British passport needs no 
visa for Tangier, it is necessary to have one for 
other parts of Morocco. So if you intend to 
make trips outside the Tangier international 
zone it is advisable to apply for a Moroccan visa 
through your travel agent before leaving Britain. 
Failing this, you can get one at twenty-four 
hours’ notice from the Bureau de Circulation 
Marocaine, Place de Catalogne, Tangier. 


RABAT 

Each of the principal cities of Morocco has its 
own distinct character. Rabat is an Atlantic 
port, and one of the four ‘Imperial Cities’ of 
Morocco. It has an imposing Casbah, and the 
Medersa, once a theological college and now a 
museum, standing in a fascinating walled garden 
perched high above the river. If you happen to 
be in Rabat on a Friday yourcan also see some- 
thing of the ancient glory of the city as the 
Sultan rides in state to prayer in the mosque 
outside the Palace. 


MEKNES AND FEZ 

In the heart of the northern part of the country 
is Meknes, another of the Imperial Cities, which 
stands on hills overlooking the fertile plain of 
the Middle Atlas. It is one of the healthiest and 
most picturesque of all Moroccan cities, and is 
still surrounded by twenty-five miles of walls 
and battlements, studded with quaint little 
minarets. This was the favourite city of Moulay 
Ismail, a sultan contemporary with Louis XIV, 
who sought to build here an African Versailles. 

Fez, to the north-east, is the true mirror of 
medizval Islam. Its ancient families are de- 
scended from the Moors who once ruled in 
Spain. It is a Holy City and a centre of learning, 
a place where time has stood still and merged 
with the spirit of eternity. 


MARRAKECH 
Away to the south, Marrakech has a very dif- 
ferent but no less fascinating character. This is 
Africa. The Africa of the Saharan camel-trains, 
of slaves and beggars, veiled women and snake 
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charmers. Here in the great square the life of 
the markets throbs to the sound of African drums 
and the cries of vendor and juggler. East and 
south combine in one hypnotizing, coloured 
dream of the Arabian Nights. 


CASABLANCA AND MAZAGAN 

Along the Atlantic coast south of Rabat is 
Casablanca, great commercial port and the 
largest town in the country, and beyond this 
again Mazagan (fig. 1, 2). Casablanca, too, has an 
old native quarter, but its modern section has 
grown up under the influence of France. 
Mazagan on the other hand has retained strongly 
the character of its Portuguese settlers in the 
early 16th century. There are wonderful ram- 
parts which form a fine promenade along the 
sea front, and graceful old Portuguese houses. 


TUNIS 
‘Tunisia, formerly a French Protectorate, is now 
an independent state, but no visa is required 
for a stay of under two months. The capital, 
Tunis, is divided into two distinct towns, 
native and European, and the old city has the 
most attractive and interesting souks of any in 
North Africa. The winter climate is warmer than 
that in parts of Morocco and the best times for 
a holiday are from the beginning of November 
to the middle of December, and from mid- 
February until May. 





(Photograph by courtesy of Thos. Cook & Sons, Ltd.) 
Fic. 1.—Old houses in Mazagan. 
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FIG. 2.—Ramparts at Mazagan. 


TRIPOLI 

Tripoli, in Libya, has more advantages than just 
the financial one of a sterling currency. Looking 
northwards across the Mediterranean to Malta 
and Sicily, it is backed by a great oasis, and 
every period of history, from ancient Rome to 
the great days of the Knights of Malta, has left 
its mark here. 


A WISE PRECAUTION 
It is perhaps hardly necessary to add that North 
Africa is not western Europe, and that a dif- 
ferent scale of values exists. Most visitors do not 
mind being swindled in a mild way in the souks 
and markets, but it is a wise precaution to 
employ only the authorized guides whom one 
can engage through the official tourist offices. 
These are, after all, the ancient coasts of Bar- 
bary, that is their attraction, and their traders 
who will try to sell you anything from exquisite 
leather work to the honour of a child, have not 
lost their cunning with the passing centuries. 





By far the simplest means of travel to North Africa is 
by air. To Tangier you can fly B.E.A. from London Air- 
port to Gibraltar, and on by Gibraltar Airways; the 
journey takes about 8 hours and the Tourist return 
fare is £56 5s. Alternatively, you can fly by Air France via 
Paris instead of Gibraltar for the same fare. Air France 
flights to Rabat take about 74 hours, return Tourist 
£67 9s. The route to Meknes is more complicated; by 
Air France you have an overnight stop in Paris and the 
plane takes you first to Casablanca, then back to Meknes; 
return Tourist £80 1s. There is an Air France day flight 
to Casablanca taking about 9 hours—{£67 9s.; and one to 
Tunis of roughly the same length—{61 17s. All Air 
France flights are via Paris. Flights to Tripoli are by 
B.E.A. and Malta Airlines via Malta: 9} hours—{£68 ts. 
If economy is all-important one can travel to Tangier by 
sea, changing ships at Gibraltar, for just over £30 return. 
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An urgent call on a rainy night; 
ist 


wet, greasy and treacherous roads — 


that is when a Doctor can depend 





id 
4 on the sure, safe rear-wheel 
grip of Firestone Town & 
h Country Tyres. 
f. 
. sp Grip in mud 
; q- Non-skid safety on wet 
. and greasy roads 
. Smooth riding and quiet 
; | — Long, trouble-free mileage 


pe All-season motoring 


TUBELESS or TUBED 


42 factories throughout the world. 
Firestone total sales exceed 
£1,000,000 per day. 
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-+- and it is this dual effect, this power to control local in- 
fection and stimulate the growth of new tissue which, more 
than anything else, characterises Cicatrin. Moreover, 
Cicatrin, containing as it does bacitracin and neomycin 
(the combined effect of which is bactericidal and bacterio- 
static), renders unnecessary the use of antibiotics more 
valuable in systemic se. At the same time Cicatrin is 
effective against most pathogens including those resistant 
to penicillin and other antibiotics. One of the very great 
advantages of Cicatrin is its convenience in emergencies 
and in the smaller... 


CICATRIN 


amino acid antibiotic therapy 


Each gramme contains 1-Cystine . 2mg 
Neomycin Sulphate 5 mg di-tbreonine ae fT 
Zinc Bacitracin 250 units 2 —————— — 10 mg. 
POWDER : 15 gramme Sprinkler 
CREAM : 15 gramme Tube 


CALMIC LIMITED 
Crewe : Crewe 3251-5 


London : 2 Mansfield Street - W1 - Langham 8038-9 
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Approved name 
ACEPROMAZINE 


AMISOMETRADINE 
ANILERIDINE 
BIALAMICOL 
BUPHENINE 
CAPTODIAME 


CHLORISONDAMINE 
CHLORIDE 


CROTAMITON 
CYCLOMETHYCAINE 


DEQUALINIUM 
CHLORIDE 
DICHLOROPHEN 


DICYCLOMINE 
DILOXANIDE 
DIOXAPHETYL 
BUTYRATE 
DIPHEMANIL 
METHYLSULPHATE 
EDROPHONIUM 
CHLORIDE 
ETHINAMATE 
FLORANTYRONE 
FLUDROCORTISONE 


HALOTHANE 


HEDAQUINIUM 
CHLORIDE 


APPROVED NAMES 


The following is a list of the approved names which have been issued by the British 
Pharmacopeia Commission since October 1956. 

Approved names are devised or selected by the British Pharmacopeia Commission, and 
the intention is that if any of the drugs to which these approved names are applied should 
eventually be described in the British Pharmacopeia the approved name should be its 
official title. The issue of an approved name does not imply that the substance will necessarily 
be included in the British Pharmacopeia or that the Commission is prepared to recommend 
the use of the substance in medicine. 


Description 
2-Acetyl-10-(3-dimethylaminopro- 
pyl)phenothiazine 
6 - Amino - 1 - methallyl - 3 -methyl- 
pyrimidine-2 : 4-dione 
Ethyl 1-(2-p-aminophenylethyl)-4- 
phenylpiperidine-4-carboxylate 
3:3'-Diallyl-5 : 5’-bisdiethylamino- 
methyl-4: 4’-dihydroxydipheny] 
1-p-Hydroxyphenyl-2-(1-methyl- 
3-phenylpropylamino)propanol 
p- Butylthiodiphenylmethyl 2-di- 
methylaminoethyl sulphide 
4:5 :6:7-tetrachloro-2-(2-dimethy]- 
aminoethy]l)-isoindoline dimetho- 
chloride 
Croton-N-ethyl-o-toluidide 
3-(2- Methylpiperidino)propyl p - 
cyclohexyloxybenzoate 
Decamethylenebis - (4 - aminoquin- 
aldinium chloride) 
Di(5-chloro-2-hydroxypheny]) 
methane 
2-Diethylaminoethyl dicyclohexyl- 
1-carboxylate 
N - Dichloroacetyl - p - hydroxy - N - 
methylaniline 
Ethyl 4-morpholino-2 : 2-diphenyl- 
butyrate 
4-Diphenylmethylene-1 ; 1-di 
methylpiperidinium methylsul- 
phate 
Ethyl - m - hydroxyphenyldimethyl- 
ammonium chloride 
1-Ethynylceyclohexyl carbamate 
y-fluoranthen-8-yl-y-oxobutyric 
acid 
9«-Fluorohydrocortisone 


2-Bromo-2-chloro-1:1;'1-trifluoro- 
ethane 

Hexadecamethylenebis - (2 - iso- 
quinolinium chloride 


Other names 
Notensil is the maleate 


Rolicton 
Levitine 


Camoform is the  hydro- 
chloride 
Perdilatal is the 
chloride 
Covatin is the hydrochloride 


hydro- 


Ecolid 


Eurax 

Surfacaine and Surfathesin 
are the sulphate 

Dequadin 

Anthiphen 


Wyovin is the hydrochloride 


Entamide 


Diphenatil 


‘Tensilon 


Valmidate 

Zanchol 

Alflorone; Florinef; Fludro- 
cortone 


Fluothane 


Teoquil 
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Approved name 
HEXETIDINE 


HYDROXYDIONE 


SODIUM SUCCINATE 


HYDROXYZINE 


LIOTHYRONINE 


MECAMYLAMINE 


MELPHALAN 


METHOTRIMEPRAZINE 


MORPHERIDINE 
NORETHANDROLONE 


NOVOBIOCIN 


OLEANDOMYCIN 


OSTREOGRYCIN 


OXELADIN 


PARACETAMOL 
PENTACYNIUM 
METHYLSULPHATE 


PENTHIENATE 


PHENOBUTIODIL 


PHENOMORPHAN 


PHENOXYBENZAMINE 


PIPENZOLATE 
PROCHLORPERAZINE 


PROPOXYPHENE 


THENALIDINE 


Description 
5-Amino-1 :3-di-(2-ethylhexyl) 
hexahydro-5-methylpyrimidine 
Sodium 21-hydroxypregnane-3 :20- 
dione succinate 
1 - p- Chlorobenzhydryl - 4 -[2 - (2 - 
hydroxyethoxy)-ethyl]piperazine 
(-)-'Tri-iodothyronine 


3-Methylaminoisocamphane 


p - Di - (2 - chloroethyl)amino - L - 
phenylalanine 

10 -(3-Dimethylamino - 2 -methy] - 
propyl)-2-methoxyphenothiazine 

Morpholinoethylnorpethidine 

17%-Ethyl-17-hydroxy - 19-noran- 
drost-4-en-3-one 

An antibiotic produced by Strepto- 
myces niveus and Streptomyces 
spheroides 


An antibiotic produced by certain 
strains of Streptomyces antibioticus 

An antibiotic produced by Strepto- 
myces ostreogriseus 

Diethylaminoethoxyethyl a :a-di- 
ethylphenylacetate 

p-Acetamidophenol 

4- { 2-[N-(5-cyano-5 : 5-diphenyl- 
pentyl) - NN - dimethylamino] 
ethyl } -4-methylmorpholine bis- 
methylsulphate 

N!-(5-Cyano-s5 :5-diphenylpentyl)- 
N'!N!N? - trimethylethylene - 1 - 
ammonium-2-morpholinium bis- 
methylsulphate 

2-Dimethylaminoethyl a-hydroxy - 
a- cyclopentyl - a - (2 - thienyl)hy- 
droxyacetate 

«-(2': 4:6-tri-iodophenoxy) butyric 
acid 

3 - Hydroxy - N - (2- phenylethyl) 
morphinan 

2-(N-Benzyl-2-chloroethylamino)- 
1-phenoxypropane 

N-Ethyl-3-piperidyl benzilate 

1 -[3-(2-chloro- 10- phenothiazinyl) 
propyl]-4-methylpiperazine 

4-Dimethylamino-1 ; 2 diphenyl-3- 
methyl-2-propionyl oxybutane 

1-Methyl-4-N-(2-thenyl)anilino- 
piperidine 


Other names 
Sterisil 


Viadril 
Atarax is the hydrochloride 


Tertroxin is the sodium 
derivative 
Inversine and Mevasine are 


the hydrochloride 


Nilevar 


Streptonivicin; Albamycin is 
the calcium salt; Biotexin 
and Cathomycin are the 
sodium salt 


Matromycin; Romicil 
Ostreocin 
Pectamol is the citrate 


Panadol 
Presidal 


Monodral is the metho- 


bromide 


Biliodyl 


Dibenyline and Dibenzyline 
are the hydrochloride 

Piptal is the methobromide 

Compazine and Stemetil are 
the dimaleate 


Sandosten is the tartrate 


il 
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Approved name Description Other names 
‘THIOPROPAZATE 1-(2-Acetoxyethyl)-4-[3-(2-chloro- 
10-phenothiazinyl)propyl]piper - 
azine 
THYROTROPHIN Thyrotrophic hormone Thytropan 
TOLPRONINE 1-(1:2:3:6-Tetrahydropyridino) - Proponesin is the hydro- 
3-0-tolyoxypropan-2-ol chloride 
‘TRIMEPRAZINE 10-(3- Dimethylamino - 2 - methyl - 
propyl)phenothiazine 
VANCOMYCIN An antibiotic produced by Strepto- | Vancocin 
myces orientalis 
WARFARIN 3 -(2- Acetyl -1-phenylethyl)-4- Coumadin 
hydroxycoumarin 





Bacteriologically tested The 4 : 
and specially designed for Cesira Mask 


the prevention of 
droplet infection 





FOR SURGEONS AND NURSES 








After many bacteriological experiments of four layers of fine dental gauze. It 
this mask was designed to arrest all fastens securely under the chin, has an 
droplets from the mouth and nose, and air gap at the sides, is comfortable to 
so to prevent contamination during wear for long periods and may be easily 


operation. The “ Cestra” Mask consists sterilised. 


Obtainable from Chemists and Medical Stores 


MADE BY ROBINSON & SONS LTD., Wheat Bridge Mills, Chesterfield 
Tel. Chesterfield 2105 London Office: King’s Bourne House, 229/23! High Holborn, 
London, W.C.! Tel. Holborn 6383 Manufacturers ef ali kinds of Surgical Dressings 

















MARMITE| 


YEAST EXTRACT 











in medicine 
and 
dietetics 


For the Medica! Professran 
ond Scventifc Workers only, 


Ce ee 


















MARMITE LIMITED, WALSINGHAM HOUSE, SEETHING LANE, LONDON E.C.3 


a free 
copy is 
available 


on request 
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The esters of NICOTINIC, SALICYLIC and 
p-AMINOBENZOIC acids 
bring relief to cases of 
























arthritis and rheumatism 


In cases of soft-tissue rheumatism, and 
arthritic disorders, many doctors are tend- 
ing more and more to regard Transvasin 
as an indispensable adjuvant to treatment. 

For Transvasin is composed of the esters 
of nicotinic, salicylic and p-aminobenzoic 
acids. These esters readily pass the skin 
barrier in therapeutic quantities, and so 
enable an effective concentration of drugs 
to be built up where they are needed.* 

Transvasin not only induces vasodilation 
of the skin with a superficial erythema, but 
also brings about a deep hyperaemia of the 
underlying tissues. It is non-irritant and 
can be safely used.on delicate skins. 

It is now being widely prescribed, with 
successful clinical results. Since a very 
small quantity is sufficient for each appli- 
cation, the cost of treatment is extremely 
low. 









Therapeutische Umschau 
VIIT, 1952, 10, 143. 


In 1 oz. tubes, basic 
G N.H.S. price in the 
EL U.K. 2/6 plus P.T. May be 








Salicylic acid tetrahydrofurfuryl-ester 14% 
Nicotinic acid ethyl-ester 


Nicotinic acid n-hexyl-ester 2% 
p-Aminobenzoic acid ethyl-ester 2% 
Water-miscible cream base ad 100% 











LLOYD-HAMOL LTD 


11 Waterloo Place, London, 8.W.1. 
Whitehall 8664/6/6 


“Thank you, doctor” 


Transvasin is the registered trade mark of Lloyd-Hamel Ltd. 
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a completely ( @ WV vaginal gel 


for the treatment of Vaginitis due to 


ASO INE DE EBB ELENA OS 


TRICHOMONAS 


EE es Me STAN ARLE TPE EH SANTA RT SA SASS 


MONILIA 


ERE Meee ig tS 6B pag POOR OL fe St FUREY 
AND 


BACTERIA 


including Haemophilus Vaginalis, the organism responsible for some 








of the so called “‘ non-specific” infections. 


Administration: One applicatorful Presentation: Sterisil is available in 
(7 ml.) instilled into the vagina every boxes containing a tube of vaginal gel 
other night. Clinical cure may result (14 oz.) and six disposable applicators. 


from six applications, but twelve ap- 
plications, should be advised. Active Principle: hexetidine 0.1% 


WM. R. WARNER & CO. LTD., LONDON and EASTLEIGH 


STER 367/7/B 
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The original easy-to-take, 
two-in-one tablet 





for the prompt and 


prolonged relief of 
ASTHMA 


ISO-BRONCHISAN was first produced in 1953 and offers a fresh approach to 
the problem of effective asthma control. The tablets, which are pleasant to 
take, have a coating containing easily dissolved Isopropyl-Nor-Adrenaline, 
a most potent bronchodilator, which, when absorbed by the sublingual 
route, produces the prompt relief of bronchospasm. The rest of the tablet, 
when swallowed, releases Ephedrine and Theophylline in balanced propor- 
tions and these, slowly absorbed along the alimentary tract, ensure long 
sustained antispasmodic action on the bronchial smooth muscle. 


ISO-BRONCHISAN 


IMMEDIATE RELIEF Prescribable on Form E.C. 10. 


fo 


Gi) 








Each tablet contains Isopropyl-Nor-Adrenaline 
(lsoprenaline) sulphate gr. }; Ephedrine hydro- 
PROLONGED ACTION. chlor. gr. 2/5; T sage ony gr. 2. In tubes of 

20 tablets and bottles of 100 tablets. Tablets con- 
taining smaller quantities of the effective in- 
gredients are now available for use in Paediatrics. 





Samples and literature available on request : 


SILTEN LIMITED * SILTEN HOUSE * HATFIELD * HERTS ° ENGLAND 
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DRINAMYL 


relieves both 






anxiety and 


depression 


Drinamyl! restores composure 


@ Smith Kline & French Laboratories Ltd Coldharbour Lane, London SE5 
‘Drinamyl” is a trade mark 


DL:PAI47 
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The original easy-to-take, 
two-in-one tablet 





for the prompt and 
prolonged relief of 
ASTHMA 


ISO-BRONCHISAN Was first produced in 1953 and offers a fresh approach to 
the problem of effective asthma control. The tablets, which are pleasant to 
take, have a coating containing easily dissolved Isopropyl-Nor-Adrenaline, 
a most potent bronchodilator, which, when absorbed by the sublingual 
route, produces the prompt relief of bronchospasm. The rest of the tablet, 
when swallowed, releases Ephedrine and Theophylline in balanced propor- 
tions and these, slowly absorbed along the alimentary tract, ensure long 
sustained antispasmodic action on the bronchial smooth muscle. 


ISO-BRONCHISAN 


IMMEDIATE RELIEF Prescribable on Form E.C. 10 











Each tablet contains Isopropyl-Nor-Adrenaline 
(Isoprenaline) sulphate gr. 3}; Ephedrine hydro- 
PROLONGED ACTION chlor. gr. 2/5; Theophylline gr. 2. In tubes of 
20 tablets and bottles of 100 tablets. Tablets con- 
taining smaller quantities of the effective in- 
gredients are now available for use in Paediatrics. 





Samples and literature available on request : 


LTEN LIMITED * SILTEN HOUSE * HATFIELD * HERTS * ENGLAND 
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DRINAMYL 


relieves both 






anxiety and 








depression 





Drinamyl restores composure 


@ Smith Kline & French Laboratories Ltd Coldharbour Lane, London SE5 


‘Drinamyl” is a trade mark 
DL:PAI47 
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INDEX TO PHARMACEUTICAL PREPARATIONS 


Page 
Achromycin (Lederle) A 19 and 27 
Aci-jel (Ortho Pharmaceutical) A 51 
Adexolin (Glaxo) A 28 
Alasil (Wander) A 67 
Albamycin (Upjohn) A 42 and 43 
Amytal (E/i Lilly) A 70 
Artane (Lederle) A 118 
Asmapax (Clinical Products) A 36 


Atarax (Pfizer) A 46 and 47 


Barbevite Elixir (Woolley) A 104 
Barbidex (Clinical Products) A 36 
Benadryl! (Parke Davis) A 53 
Bengues Balsam ( Bengue) - 646 
Benzedrex Inhaler (Smith, Kline & 

French) A 33 
Benylin (Parke Davis) A 23 
Berex (Clinod Pharmaceutical) A 40 
Brovon (Moore Medicinal) A 60 
Buscopan (Pfizer) A 49 
Cafergot (Sandoz) A §7 
Calcipen-V (Boots) A 55 
Celevac (Harker Stagg) A 2 
Cicatrin (Calmic) A 90 
Clinitest and Acetest (Ames) A 77 


Codis and Solprin (Reckitt & Colman) A 113 


Complan (Glaxo) A 28 
Cremalgin (West Pharmaceutical) A 106 
Crystamycin (Glaxo) A 28 
Deltacortril (Pfzer) A 48 
Desogen (Geigy) A 38 
Dexten (Clinical Products) A 36 
Dipasic (Bengue) A 105 
Distaquaine V ( Distillers) A 4 
Drinamyl (Smith, Kline & French) A 97 
Droxalin (Scott & Turner) A 20 
Englate (Nicholas) A 26 
Enpac (Lloyd-Hamol) A 50 
Femerital (M.C.P.) A 112 
Finalgon (Pfizer) A 44 


Fluscorbin (Continental Labs.) 


Inside Back Cover 


Genisol and Sebigen (Genatosan) A 65 


Hepovite (Evans Medical) Inside Front Cover 


Honvan (Ward Blenkinsop) A 56 
Hyalase (Benger) . A 64 
Hypon (Calmic) A 32 


Page 
Imferon (Benger) - A 6l, 62 and 63 
Insulin Zine Suspension A.B. (Allen & 


Hanburys) A 54 
Iso-Bronchisan (Si/ten) A 96 
Lanoxin (Burroughs Wellcome) A 68 
Largactil (May & Baker) Front Cover 
Lederkyn (Lederle) A 75 
Mercloran (Parke Davis) A 37 
Mictine (Searle) A 8&5 
Mio-Pressin (Smith, Kline & French) A 18 
Mycardol (Bayer) - A8&6 
Nepenthe (Ferris) A 115 
Nidoxital (Ortho) A 41 
Nilevar (Searle) A 11, 12, 13 and 14 
Nulacin (Horlicks) A 34 
Orgraine (Organon) A 72 
Panadol (Baver) A 30, 31 
Paynocil (Bencard) A 69 
Peritrate (Warner) A 22 
Pethilorfan (Roche) A 71 
Piriex (Allen & Hanburys) A lll 
Plesmet (Coates & Cooper) A 58 
Pollergen (Duncan Flockhart) A 59 
Pragmatar (Smith, Kline & French) A 52 
Primolax (Napp) Under Contents 
Prodexin (Bencard) - A776 
Proponesin (B.D.H.) Outside Back Cover 
Protamyl (May & Baker) A 100 
Rastinon (Horlicks) A 24 
Roter (F.A.1.R.) A 29 
Rubriment (Horlicks) - A102 
Selsun (Abbott) A 74 
Sigmamycin (Pfizer) A 45 
S-M-A (Wyeth) A 107, 108, 109 and 110 
S-Mez (1.C.1.) A 35 
Stemetil (May & Baker) A 25 


Sterisil (Warner) - A 95 
Sterogyl (Roussel) - 


Tercin (B.D.H.) Outside Back Cover 


fetrazets (Merck Sharp & Dohme) — A 39 
Theodrox (Riker) _ - A5 
Transvasin (Lloyd-Hamol) A 94 
Veganin (Warner) - - - A103 


FOR GENERAL INDEX TO ADVERTISERS SEE PAGE A119 
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From nervous debility 
to ability—faster 


The influence of emotional and 
physical strain in producing symp- 
toms of nervous debility is well 
known to every medical practitioner. 
The fundamental importance 
of reassurance and simple psycho- 
therapy in the treatment of such 
conditions is also well known and 
accepted. 


Quite often, however, the G.P. 
recognises the need for more 
material assistance: a tonic and 
restorative which will not only assist 
the nervous system, but the organ- 
ism as a whole. Sanatogen* is a 
reliable choice, for it is neither a 
sedative nor a temporary stimulant, 
but an active high-protein tonic. 
It is most valuable in providing 
long-term constructive help to 
supplement specific measures of 
immediate relief. 


CONSTITUENTS OF SANATOGEN 

95°, Casein (milk protein), containing 
all the essential amino acids. Although 
casein normally requires only 


three principal stages to pro- = =, 
duce, the manufacture of é = 7 
Sanatogen involves seven toes 
principal stages. These | | 
additional stages have the en ae 


object of ensuring that ee i 
Sanatogen is absorbed and \-_»/ 











utilised to a very high degree, so that 
depleted tissues are rapidly restored. 


5°, Sodium Glycerophosphate. Although 
evidence is lacking as to the precise way 
the glycerophosphates act, the manner 
in which glycerophosphate and protein 
are combined in Sanatogen appears to 
result in a synergistic effect. This is 
particularly marked by its restorative 
action in conditions of physical and 
mental debility. 


Sanatogen is easily digested and is free 
of fat and carbohydrate; it is therefore 
quite suitable for use in diabetes. The 
average daily dosage of 6 teaspoonfuls 
provides 24G. of first-class protein, at a 
lower cost per gram than many protein 
foods. 


Although under current regulations 
Sanatogen is not normally prescribable on 
E.C.10, it is well within the means of the 
average patient. Recommendation meets 
with ready acceptance due to the goodwill 
and faith the product enjoys. Sanatogen 
is available from all chemists. 


Sanatogen ror woner 
PROTEIN UTILISATION 


in convalescence, pregnancy and lactation, 
physical and nervous debility. *Regd. T.M 
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From nervous debility 
to ability—faster 





The influence of emotional and 
physical strain in producing sym 
toms of nervous debility is well 
known to every medical practitioner. 
The fundamental importance 
of reassurance and simple psycho- 
therapy in the treatment of such 
conditions is also well known and 
accepted. 

Quite often, however, the G.P. 
recognises the n for more 
material assistance: a tonic and 
restorative which will not only assist 
the nervous system, but the organ- 
ism as a whole. Sanatogen* is a 
reliable choice, for it is neither a 
sedative nora yo ee stimulant, 
but an active h-protein tonic. 
It is most valuable in providing 
long-term constructive help to 
supplement specific measures of 
immediate relief. 


CONSTITUENTS OF SANATOGEN 

95%, Casein (milk protein), containing 
all the essential amino acids. posi 
casein normally requires only 
three principal stages to pro- 
duce, the manufacture of 
Sanatogen involves seven 
principal stages. These £ 
additional stages have the 
object of ensuring that 
Sanatogen is absorbed and 











utilised to a very high degree, so that 
depleted tissues are rapidly restored. 


5°, Sodium Glycerophosphate. Although 
evidence is lacking as to the precise way 
the glycerophosphates act, the manner 
in which glycerophosphate and protein 
are combined in Sanatogen appears to 
result in a synergistic effect. This is 
particularly marked by its restorative 
action in conditions of physical and 
mental debility. 


Sanatogen is easily digested and is free 
of fat and carbohydrate; it is therefore 
quite suitable for use in diabetes. The 
average a dosage of 6 

provides 24G. of first-class protein, at a 
fower cost per gram than many protein 
s 


Although under current regulations 
Sanatogen is not normally prescribable on 
E.C.10, it is well within the means of the 
average patient. Recommendation meets 
with ready acceptance due to the goodwill 
and faith the product enjoys. Sanatogen 
is available from all chemists. 


SanatOgen ror waver 


in convalescence, pregnancy and lactation, 
physical and nervous debility. “Regd. TM. 
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- | In mild mental and emotional disturb- 
intros Hemng ances ‘Protamyl’ provides relief from 
anxiety and tension giving a feeling of 
security from which troubles can then be 
a () ’ viewed with equanimity. Since the barbi- 
PR TAMYL turate most generally used in psychiatric 
oa mee Seis a wi ier conditions is amylobarbitone, it was 
AMYLOBARBITONE rational to enhance and prolong the 
action of minimal doses of this barbitu- 
rate, and at the same time utilize the other 
‘PROTAMYL’ IS INDICATED MAINLY actions of promethazine (‘Phenergan’) 
3% In the less severe mental and by associating the two drugs. ‘Protamyl’ 
emotional disturbances is an association of 12°5 mg. prometh- 
% For use at bedtime in cases of azine and 50 mg. amylobarbitone. 
insomnia PRESENTATION: 


. . PALE LILAC SUGAR-COATED TABLETS 
% In obstetrical sedation Further information is available on request 


% In certain dermatological condi- 
tions particularly chronic urticaria ®@ 
and atopic eczema Manufactured by 














MAY & BAKER LTD 


An M&B brand Medical Product 





DISTRIBUTORS: PHARMACEUTICAL SPECIALITIES (MAY & BAKER) LTD * DAGENHAM 
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In Geriatric 
Nutrition... 





soos psn 


Where it is necessary to increase the intake of calories 
. .. When there is a poor appetite and little power to 
assimilate ordinary food ... Lucozade will be found 
stimulating and palatable. It is of particular value 
when no other food can be tolerated. The instant appeal of 
Lucozade to the jaded palate is now a matter of general 
medical experience. 





Lucozade requires no preparation. 
It is a lightly carbonated glucose 
solution with an attractive golden LU CcoZ AD E 
colour and a pleasant citrous 
flavour. The liquid glucose con- 


tent is 23.5% w/v or about 21 
calories for each fluid ounce. 
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Some minutes after applica- 
tion the skin becomes flushed 
and there is a comforting feel- 
ing of warmth which persists 
for many hours. 


° 
2 





ROBCIDENG 


Rubriment relieves pain in 
such conditions as muscular 
rheumatism, fibrositis, strains 
and sprains. 






A new long-acting rubefacient— 


safe and effective 


RUBRIMENT containsa new substance, the 
benzyl ester of nicotinic acid, which gives a long- 
lasting rubefacient effect. Experimental studies 
have shown that even after prolonged and re- 
peated application no damage or irritation to 
the skin structure was caused. 

Ten minutes after application there is a feel- 
ing of warmth and the area becomes flushed. 


This redness is due to the dilation of the small 
cutaneous blood-vessels. Clinical reports have 
been received of the efficacy of Rubriment for 
relief in such conditions as muscular rheuma- 
tism, lumbago, fibrositis, strains and sprains. 
The immediate and prolonged vasodilatory 
action of Rubriment also provides relief for 
unbroken chilblains. 





Available in two forms Rubriment (2.5% 
nicotinic acid benzyl ester and 0.1% Capsicin) 
is available either as a cream or as a liniment, 
both of which are non-greasy. 

The cream is rapidly absorbed and needs 





only gentle application. It is supplied in tubes 
of 20 g. (approx.). Basic price to N.H.S., 2/2d. 
The liniment lends itself to massage, if this 
is required. It is supplied in bottles of 2 fi. ozs. 
(approx.). Basic price to N.H.S., 3/-. 








Directions for use Oue application per day has 
been found to be effective for the majority of 
patients, though a fresh application may be made, 


PHARMACEUTICAL DIVISION 





if necessary, at more frequent intervals. Rubriment 
is not advertised to the public and can be pre- 
scribed on E.C.10. 


RUBRIMENT Horlicks Limited 


SLOUGH BUCKINGHAMSHIRE 


#os 


ment 
pre- 
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: Veganin 
rapidly 





relieves 
influenza 
symptoms 





AND TO HELP YOU... TEE EAL 
influenza instruction pads iil 
In epidemic areas, doctors have Instructions to patients 
found these instructions to |. Go to bed AT ONCE. Delay may be 
patients useful time-savers. If dangerous. 
they would be helpful to you, | 2, Stay im bed until you feel better — at least 
send a postcard with your re- 2—3 days 
quirements which will be 3. Keep warm, but keep your window open. 
supplied free of charge. Each 4. Keep other people out of your room as much 
pad contains 25 sheets. as possible. 
5. Take plenty of fluids — water, orange 
juice, warm drinks. 
TYROSOLVEN 6. Make sure your bowels are acting properly. 
for the treatment of REMEMBER THAT : 
sore throat associated Rest in bed 
with influenza Fresh air 


Adequate fluids 
may Wet prevent complications, 











* 
Ve ga nin MAY BE PRESCRIBED ON E.C.10 


¥ Aspirin 250 mg. Phenacetin 230 mg. Codeine Phosphate 10 mg. 
MS ’ 
r WILLIAM R. WARNER & CO. LTD., EASTLEIGH, HAMPSHIRE. 
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BARBEVITE 
ELIXIR 


FOR NEURASTHENIA AND ANXIETY STATES 


This pleasantly flavoured elixir contains Phenobarbitone to- 
gether with Vitamins Bl, B2, B6 and Nicotinamide. Ideally 
suited for the treatment of various conditions associated with the 
B complex deficiencies such as general fatigue, anorexia, gastro- 
intestinal disturbances, tachycardia, irritability and depression. 
FORMULA: Phenobarbitone B.P. } n, Aneurin Hydro- 
chloride B.P. 1.5 mgm., Riboflavine B. FTo 0 mgm., Pyrid dudes 
Hydrochloride B.P.C. 0.17 » Nicotinamide B. P. 10 mgm., 
Glycerin B.P. 42 minims, Alc ohol B.P. 9 minims, Colour ‘and 
flavour a sufficiency, Base to 1 fluid drachm. 


LBARBEVITE J 


(OR eumagresensa AMD 
AM RIETY STATES 


“4 

ims Po" ~ 

wens = congo part 
2 Yon ta raw oF fev j 

















[ poison] | st | | ss] 
PRESENTATION : In screw-capped botties: 5 ti. ozs. 5/5; 20 
fi. oz. 19/-; 80 fi. oz. 67/-; Subject to professional discount. 


Dispensing packs exempt from purchase tax. 
Samples available on request. 


M 


JAMES WOOLLEY, SONS & CO. LTD 
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~ WOUND CLOSURE 
—without stitching 


ANCIENT IMPROVISATION 


Eastern surgeons in the Middle Ages 
made use of large ants for suturing pur- 
poses. The natural reaction of the ant was 
to fix its mandibles into the flesh on 
either side of the wound holding 

the edges together. The head 
was then cut off, leaving a joining effect 





similar to Serris-Fines of present day 


Strapping for 
ileostomy 


surgery. 


MODERN SOLUTION 


Modern surgery has the Dalmas Dumb Bell suture 
for minor surgery normally requiring stitching. 
They are very effective, and have the 
advantage of easy application, 
speed and simplicity. Com- 
pletely antiseptic, they adhere in- 










stantly, and keep the wound closed. 





DALMAS 











DUMB BELL SUTURES 


Dalmaplast adhesive strapping 
has proved excellent for use 


in cases of ileostomy. It 
moulds itself to the contours 
of the body, is satin smooth 
and comfortable. Non peel- 
ing, non fraying, completely 
waterproof. 


DALMAPLAST 
WATERPROOF 
STRAPPING 


Available in different widths 
and lengths according to the 
application. 








Dumb Bell Sutures are lied in 
packs containing 6 doz. ready. for use. 


DALMAS LTD 











JUNIOR STREET 


LEICESTER 
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IS AVAILABLE 
FOR 
INVESTIGATION 





Literature will be 
forwarded on request 








& COMPANY LTD. Manufacturing Chemists 


MOUNT PLEASANT © ALPERTON >» WEMBLEY >» MIDDLESEX 


Bengue & Co. Lid. moke “ Dipasic ” evatleble in the United Kingdom by errengement with 
E4. Geistlich Sons Lid., Wolhusen (Switzerland) 
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Reduce the average cost 
— prescribe Cremaligin 


. s 
Pid ™. 


Gg This high-quality rubefacient balm 
4 is readily accepted by doctors as 

an invaluable means of economy 
prescribing on E.C.10. Supplied in 1 oz 


@ dispensing tubes at 1/9d. and 


% 16 oz. dispensing jars at 1/244. 
%, per oz. basic N.HLS. price. : 


Indicatio {| cremalgin 


Rheumatism, Fibrositis, 
Sciatica, Lumbago, 
Muscular Pain and 
associated conditions. 

















Methy!] Nicotinate 1.0% 

Glycol Salicylate 10.0% 
Histamine Dihydrochloride 0.1% 
Capsicin 0.1% 

Excipient q.s. 


‘WEST PHARMACEUTICAL co. LTD., 
82 Victoria Street, London, S.W.1. Telephone : TAT 2580 
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The nearest alternative to mother’s milk 











s-M-A is not just another so-called “humanized” baby 

food in which some nutrients are favoured at the expense of 
others. s-m-a is a “natural-balance”’ food which, 

when prepared by the addition of an equa! amount of 
water, not only looks and tastes like human milk, but 
actually duplicates the quality as well as the quantity of 

its nutrients. s-M-a rivals human milk in its balanced 
combination of protein, fat and lactose, and also provides 
adequate amounts of all the essential vitamins and minerals. 


It is a complete infant food requiring no supplementation. 


Because s-M-A is so similar to human milk, it favours 

the development of an intestinal flora and stools with 

a pH akin to those found in breast-fed babies. This means that 
s-mM-A-fed babies have few feeding problems. In fact, by 
whatever criteria you care to judge, s-m-a babies resemble 


those fed on the milk of normal, healthy mothers. 


Whenever your advice is sought on the replacement of 
breast feeding or on the addition to it of complementary 
feeds, you can recommend s-M-a with confidence. 

You can do this secure in the knowledge 


that it is the nearest available approach to human milk. 


The complete infant food 





v/f Ye tht 














ball Fe. 


a adidas 





A pattern for growth 


Growth is more than weight; it is more than fatness. Growth is a pattern of development. 
s-m-A allows the co-ordinated development of both skeletal and muscle tissue and 
results in a good growth pattern for each child who is deprived of his mother’s milk. 
s-m-A feeding not only supports equally efficient and rapid growth as does 

breast-feeding but, since the dietary requirements of babies are satisfied 
in their entirety by s-m-a, it is a complete “natural-balance” infant food. 
You will find that s-m-a babies are happy babies whose behaviour, resistance to 
infection and general development resemble breast-fed 
babies by whichever criteria they are judged. When nothing but the best 
will do for the baby whose mother must replace or complement her own milk, 


s-m-A offers the most complete, yet economical, alternative. 


PACK : 16 0z.-tin (nitrogen-sealed) 


Trade mark 


JOHN WYETH & BROTHER LTD., Clifton House,’ Euston Rd., London, N.W.1. 
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“*, « « When all aloud the wind doth blow, 
And coughing drowns the parson’s saw, 
And birds sit brooding in the snow 


And Marion’s nose looks red and raw... 


Act V. Sc. 11 “*Love’s Labour's Lost’’ by 
William Shakespeare 





Effective 
decongestant 
therapy 





N57/478/H 











PIRIEX 


Liquefies tenacious sputum and aids its 
prompt removal 


Each teaspoonful of Piriex contains 2 mg. Piriton 
(chlorpheniramine) maleate, 100mg. ammonium 
chloride B.P. and 44 mg. sodium citrate B.P. 
Supplied in bottles containing 4 fluid ounces and 
2 litres. 


HANBURYS LTD 
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FEMERITAL 


Specifically designed for the relief of primary dysmenorrhoea 
% Uterine spasmolysis from Dibutamide 

% Analgesia from phenacetin and salicylamide 

% Elevation of mood from caffeine 





M.C.P. PURE DRUGS LIMITED, 86 STRAND, LONDON, W.C.2 








ST. ANDREWS HOSPITAL, NORTHAMPTON 


FOR NERVOUS AND MENTAL DISORDERS 
President—Tue EARL SPENCER 
Medical Superintendent—THOMAS TENNENT, M.D., F.R.C.P., D.P.H., D.P.M. 

This R d Hi lis 4 ie 190 ecees of park and pleasare grounds. Voluntary patients, who are 
suffering from inci vient mental disorders, or who wish to prevent recurrent attacks of ble; temporary 
tients, and certified patients of both sexes are received for treatment. Careful clinical, biochemica bacterio- 
logical and pathological examinations. Private rooms with special nurses, male or female, in the ital or 

in one of the numerous villas in the grounds of the various branches can be 


WANTAGE HOUSE 


This is a Reception Hos ~ in detached grounds with a rate entrance, to which patients can be 
admitted. It is equipped with all the apparatus for the complete investigation and treatment of Mental and 
Nervous Disorders by the most modern methods; insulin treatment is available for suitable cases. There is an 
Operating Theatre, a Dental Surgery, an X-Ray Room, an Ultra-Violet Apparatus, and a Department for 
Diathermy and High- Frequency treatment. It also contains Laboratories for biochemical, bacteriological, and 
pathological research. Psychotherapeutic treatment is employed when indicated. 


MOULTON PARK 


‘Two miles from the Main Hospital there are apne branch establishments and villas + ina and 
farm of 650 acres. Milk, meat, fruit, and veg lied to the — from the farm, and 
orchards of Moulton Park. Occupational therapy is a ou of this branch, and patients are given every facility 
for occupying themselves in farming, gardening, and fruit-growing. 


arsenate panetaeety HALL 


The seaside house of St. Andrews Hospi ifully si to 0 Bust of s0n acres, at Lianfairfechan 
amidst the finest scenery in North Wales. a side of the Estate a mile of sea coast Fa 
boundary. Patients ny 4 visit this branch for a short seaside change, or for periods. The H Hospital has 

its own private bathing house on the seashore. There is trout fishing in the pa: 

At all the branches of the Hospital there are cricket grounds, football and hockey grounds, lawn tennis 
courts (grass and hard courts), croquet grounds, golf courses, and bowling greens. Ladies and gentlemen have 
their own gardens, and facilities are provided for Seedlontn such as carpen 

For terms and further particulars apply to the Medical ‘Superintendent (Telephone: No. 4354, three lines, 
Northampton), who can be seen in London by appointment. 

















The Medical Service of the Royal Navy 
VACANCIES FOR MEDICAL OFFICERS 


Candidates are invited for Short Service Commissions of 3 years, on termination of 
which a gratuity of £600 (tax free) is payable. Ample opportunity is granted for 
transfer to Permanent Commissions on completion of one year’s total service. Officers 
so transferred are paid instead a grant of £1,500 (taxable). 


All entrants are required to be British subjects whose parents are British subjects, 
medically qualified, physically fit, and to pass an interview. 


Full particulars from the Admiralty Medical Department, Queen Anne’s Mansions, 
St. James's Park, London, S.W.1. 
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Gastric 


Irritation 
AND aspirin 





Aspirin is a serious gastric irritant, particularly in peptic ulcer patients.” 


Catcium ASPIRIN . . . can be used with impunity, especially if pre- 


99 


scribed in soluble form. 
British Medical Journal, July 2nd, 1955 


SOLPRI N provides calcium aspirin in pure and stable form. 


cobDiS is a compound tablet that provides codeine and 
phenacetin, and calcium aspirin which replaces 
the ordinary aspirin in tab. codein. co. B.P. 


Neither SOLPRIN nor CODIS is advertised to the public 


RECKITT & COLMAN LTD., HULL & LONDON (PHARMACEUTICAL DEPT., HULL) 
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Working for the Nation's Children No. 13 


Blue pencil... 
blue pencil ! 


I have sailed the seven seas and the variations 
of language I have heard when men have 
been provoked have been remarkable. How- 
ever, my education in this regard was con- 
siderably extended when I became an 
Inspector of the N.S.P.C.C. and met a rough 
character who seemed to have the ability to 
turn the air blue. 

He had been treating his wife badly and it 
seemed to me that this was only too likely to 
have an adverse effect on his children. She, 
poor dear, was too frightened to go into the 
house and when I called on him his language 
concerning her, and me too, was (as they say) 
nobody’s business. In spite of this I soon 
realised that he had done his children no 
physical harm and was indeed a warm-hearted 
man. To be frank, I took to him and, when 
pausing for breath, he reached for his 
cigarettes, I told him not to be greedy, but 
to give me one. This took him back a bit, 
but he passed one over to me and as we 
smoked we talked. As a result his wife came 
back to the home and after that all has gone 
well, save for one or two minor setbacks. 
I think he realised I was trying to help him 
and his children, for the other day he brought 
me a gift of a load of logs to burn on our fire. 
Cases like this—an actual case on the files 
of the N.S.P.C.C.—are dealt with frequently 
by the Society; for the scope of the Society's 
work is very much wider than cases of cruelty 
or gross neglect. If the Society can do any- 
thing at any time to help children whose 
welfare, happiness or future is in jeopardy, it 
will do so. This vital humanitarian work 
depends on your subscriptions and support. 


Please send your contributions to the 


N-S°-P-C-C 


LEICESTER SQUARE, LONDON, W.C.2 


The N.S.P.C.C. helped nearly 
100,000 children last year 





NOW- 


a more grown- 


up food for the 
older baby 






JUNIOR 
| VEGETABLE & 
BEEF DINNER 








Heinz Junior Foods 


When baby becomes a little too advanced 
for smooth, strained baby foods, but is not 
quite ready to join in the family meals — he 
needs Heinz Junior Foods. 

These finely minced and chopped foods 
are specially designed to tide baby over this 
“in-between” stage. 

Like Heinz Strained Foods, Junior Foods 
are prepared from the finest ingredients and 
cooked under strictly controlled conditions, 
with the maximum retention of food values. 


HEINZ” 
Baby Foods 


H. J. Heinz Co. Limited, Harlesden, London N.W.10 
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The most welcome 














DRY FLY 
SHERRY 








gift of all! 


20/- bottle - 


Also Magnums 40/- 


10/6 half-bottle 
















THE SAFEST 
ANDO BEST 

NG PREPARATION 
OF OPIUM 

me A 


Nepenthe contains all the constituents of opium and has 
been prescribed for over 100 years. it has been found by 
generations of practitioners to be the best preparation 
of opium as it does not cause the unpleasant after-effects 
usually attributed to opiates. it can be given over a 
considerable period and the effect remains invariably 
constant. 

Packed in 2-oz., 4-oz., 8-oz. and 1I6-oz. bottles and for 
injection in $-oz. rubber-capped bottles, sterile, ready 


WEPENTHE 


ee a 


. 
Ex & CO LTD ) 
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as well as a 
nightcap!” 


Bourn-vita is made 
from malt, milk, sugar, 


BOURN-VITA 










cocoa and eggs 
sleep sweeter 








made by CADBURYS 
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You should bank 
with the WESTMINSTER too! 


WESTMINSTER BANK LIMIFED 
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ie Obstetrician’s Ode 
Y24 When Obstetricians meet and chat 


PA They talk of this and talk of that. 
The treatment mentioned more than others 
Is Guinness for the Nursing Mothers. 
<a For Guinness is and Guinness was 
(Lh, The best galactagogue, because 

Their cares and worries whisked away 
Those Mothers thrive from day to day 
(And hope their babes, the little tinkers, 

Will also turn out Guinness drinkers !) 


NOTE :— The therapeutic dose for Lactating 


Mothers is increased considerably when 


dealing with Celebrating Fathers! 
M.B., B.Ch. 


(GUINNESS 


IS GOOD FOR YOU 


Doctors, too, enjoy writing verse about Guinness. 
The above, sent to Guinness by one of them, is 
published by kind permission. 














A 118 THE PRACTITIONER 











Steadier hand... 
hrighter outlook... 


With a steadier hand, the patient gains a new confidence that 
brightens his entire outlook on life. Repeatedly ARTANE 
trihexyphenidy! has brought such material benefit to patients 
suffering from Parkinsonism, because it relaxes spasm, reduces 
tremor and overcomes inertia. Not only does the physical 
condition improve after ARTANE, but the patient becomes 


more cheerful, alert and responsive. 


ARTANE 


TRIHEXYPHENIDYL # REGD. TRADEMARK 


in the treatment of Parkinsonism 


hs ELIXIR 2 mg. per 5 cc. Bottles of 16 fi. oz. 
(_ | \\ TABLETS 2 mg. and 5 mg. Botties of 100 & 1000 








==) LEDERLE LABORATORIES DIVISION 


1907 1957 / ’ , 
vs id OF GREAT BRITAIN LTO., London, WC.2 
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brighter outlook... 


With a steadier hand, the patient gains a new confidence that 
brightens his entire outlook on life. Repeatedly ARTANE 
trihexyphenidyl has brought such material benefit to patients 
suffering from Parkinsonism, because it relaxes spasm, reduces 
tremor and overcomes inertia. Not only does the physical 
condition improve after ARTANE, but the patient becomes 


more cheerful, alert and responsive. 





TRIHEXYPHENIDYL * REGO. TRADEMARK 


in the treatment of Parkinsonism 


ELIXIR 2 me. per 5 cc. Bottles of 16 fi. oz. 
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